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The Treatment of Acute Gonorrheeai Salpingitis. 


By ALECK Bourne, B.A., M.B., B.Ch., Cantab., F.R.C.S., Eng. 

Obstetric Surgeon, Out-patients St. Mary’s Hospital; Senior 
Obstetric Surgeon, Queen Charloltle’s Hospital; Surgeon, 
Out-patients Samaritan Hospital. 


WHEN a woman is suddenly affected by the symptoms of an acute 
salpingitis, she is showing the result of a terminal phase of a 
complex pelvic infection. It is the complexity of the infection and 
the overshadowing in importance of all other lesions by the 
acutely inflamed Fallopian tube which renders the usual treatment 
unsatisfactory and liable to be followed by chronic symptoms 
which may persist for years. 

For some time dispute has centred round the necessity 
or advisability of operation, and also the exact nature of the 
operation, but increasing experience of acute pelvic infection 
and further examination of many patients subsequent to the 
illness, has led me to feel that too much attention to this question 
alone is beside the point. . 

The patient has an acute infection of the cervix, corpus uteri 
and Fallopian tube, with involvement of the adjacent peritoneum. 
In addition, there is probably urethritis and inflammation of 
Bartholin’s glands. The urgency of the abdominal symptoms, 
and perhaps the mistaken diagnosis of appendicitis, tend to make 
us concentrate our attention almost entirely on the peritoneal 
end of the chain of infection, and when this has been dealt 
with, to regard the woman as saved and cured. But a study 
of the after-histories of these women shows that perhaps 
the affection of the Fallopian tube is that which is most easily 
cured, and that such ill-health as may remain is derived from 
the infection of the uterine body and cervix. 

*Papers I-VI on the Treatment of Inflammatory Conditions of the 
Uterine Adnexa, read before the Sixth British Congress of Obstetrics and 
Gyneecolgy, Manchester, April 27-29, 1927. 











185 Journal of Obstetrics and Gynzcology 


While, therefore, it is right and proper to devote serious 
attention to the treatment of the Fallopian tube, by this alone 
we shall not cure our patients. It is necessary to remember 
that all these women have gonorrhoea with endometritis and 
cervicitis as focal lesions, each of which will maintain pelvic 
symptoms long after the acute peritoneal illness. 

As the large majority of all women attacked by acute 
salpingitis will recover from the immediate acute symptoms 
whatever be the treatment, it is chiefly necessary to discover 
firstly how we may best expedite the immediate recovery, and 
secondly, how we may prevent the legacy of permanent organic 
lesions with persistent pelvic symptoms. Further, while having 
restoration of perfect health as the main objective, we may also 
consider a possible restoration of the child-bearing function as 
an important matter in view of the comparative youth of most 
of these patients. 

With these objects before us, my own opinion is_ that 
operation during the early acute stages of pelvic peritonitis 
should be decided by the severity of the attack. 

Many cases, sometimes of doubtful diagnosis and commonly 
called ‘‘catarrhal,’’ are accompanied by little more than one or 
two degrees of fever, and a pulse-rate of less than a hundred, 
while there are no pelvic physical signs beyond a little tenderness 
in the lateral fornices. Complete recovery follows within two or 
three days. For these patients, an operation is obviously out 
of the question. On the other hand, we have the woman with 
severe pelvic-abdominal pain, vomiting, uterine hamorrhave, 
temperature of 103°F. and a_ pulse-rate of 120. Recovery is 
delayed by an illness of two or three weeks, and, while nothing 
may have been felt through the vaginal fornices at the outset, 
easily palpable tender masses can be found when the temperature 
has settled down. 

The subsequent health of the woman varies almost exactly 
in proportion to the severity of the initial attack. Any attack, 
however mild, may be followed by recurrence. We have evidence 
of this at a subsequent operation. But if the attack has been 
catarrhal the intervening state is without symptoms, and another 
attack may never occur. If, however, a woman has suffered a severe 
attack of suppurative salpingitis, such as | have just described, 
then her after history will be constantly disturbed by pelvic- 
abdominal pain, menorrhagia, pre-menstrual pain and leucorrhoea. 
In short, she is a pelvic invalid. It is true that palpable swellings 
of the Fallopian tube disappear to the touch in a remark- 
able manner, but it is the oedema which disappears. The Fallopian 
tube itself remains as a permanently thickened organ, sealed and 
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adherent, and is a contributory cause of ill health. It is further 
true that medical treatment will do little more than palliate a 
chronic salpingitis which has followed a severe acute attack. 
I believe, therefore, that it is advisable to operate for acute suppur- 
ative salpingitis in order to prevent the development of the chronic 
lesion. 

The next important matter is the time of operation. Here 
the two points for consideration are the shortening of the illness 
and the conservation of function. Can the operation of salping- 
ostomy performed before there are destructive changes in the 
tubal mucosa prevent the formation of a thickened functionless 
Fallopian tube or a tubal pus sac, and can a Fallopian tube 
possibly saved in this manner continue its function? On_ the 
answer to these questions depends the time of operation. It is 
certain that free opening of the Fallopian tube must prevent 
the formation of a pyosalpinx, and secondly it seems reasonable 
to suppose that drainage of the closed Fallopian tube, which is 
equivalent to partial draining of an acute abscess will be at once 
followed by subsidence of the acute intra-tubal inflammation and 
resolution of the inflammatory process, On quick resolution depends 
the absence of fibroblast formation and consequent fibrosis of the 
Fallopian tube wall and mucous membrane. In a former paper on 
this subject Ishowed some microscopical evidence of the remarkable 
manner in which the mucosa could withstand acute inflammation 
without permanent thickening. If, however, it is clear that the 
Fallopian tube is damaged beyond hope of repair by the acute- 
ness of the inflammation or, what is perhaps easier to recognize, 
if the Fallopian tube shows chronic thickening due to previous 
unknown attacks of salpingitis it is undoubtedly best to remove it. 
The Fallopian tube must be functionless, and if left can only 
prolong convalescence and provoke further attacks of acute 
trouble. 

I have examined the notes of 17 cases of salpingostomy for 
acute salpingitis done either by me, or on my advice, by Dr. 
Bendle at Paddington Infirmary, during the past four vears. Con. 
valescence has usually been very satisfactory and never dangerous 
or inordinately long. The majority of the patients had a normal 
temperature within a week, but two were febrile for a month, 
one of these being troubled by gonorrhoeal arthritis. In one case 
a sinus persisted for nearly a month because of the development 
of a hematoma. 

| have also written to 21 patients, but of these, nine only have 


presented themselves for examination. Five report themselves 


as quite well, though seven complain of menorrhagia with or 
without dvsmenorrhoea. Three confess to intermittent or general 
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pain in one or other iliac fossa. Of eight women examined, 1n 
no case could any pelvic swelling, induration or fixity be felt. 
This is the chief evidence of the absence of chronic thickening 
of the Fallopian tube or pyosalpinx as a sequel of salpingostomy. 

I regret that | am unable to report any case of pregnancy after 
salpingostomy, though one woman has had a_ miscarriage 
three vears after simple pelvic drainage of acute suppurative 
salpingitis. This small series is, however, useless for estima- 
tine the possibilities of conserving function, for, of the women 
i have examined since operation four are single. 

While considering the indications for operation it must not 
be forgotten that the abdomen is often opened for acute salping- 
itis under a mistaken diagnosis of appendicitis. In my series of 
23 operations, six were performed for supposed appendicitis, four 
by the Battle incision. If the abdomen is opened, therefore, 
choice must be made between simple drainage, salpingostomy 
or salpingectomy, I would once more advocate salpingostomy 
if possible, but salpingectomy if the Fallopian tube is beyond 
hope of repair and possible function. 

Having discussed one part of the treatment of general pelvic 
gonorrhoea it remains to emphasize that the treatment of the 
Fallopian tube is only one part of the treatment of the whole 
disease. Most of the patients who have had a severe attack 
of acute salpingitis are left with menstrual troubles, which show 
no tendency to disappear spontaneously. Just as the length of 
convalescence largely depends upon the severity of the acute 
attack, so does the subsequent accompaniment of chronic 
symptoms. A high and prolonged temperature with rapid pulse- 
rate and pronounced physical signs mean subsequent menorrhagia, 
leucorrhoea and dysmenorrhoea, which may appear in spite of 
operation. 

In addition to operation, therefore, and as soon as_ possible, 
infection after-treatment of the uterine cavity should be begun, and 
in my opinion, there is no better method than Hobb’s glycerine 
injection into the uterine cavity by means of a small rubber 
catheter. No injury to the inflamed endometrium will be caused, 
while the glycerine will do a great deal to cut short the infection 
and prevent chronic sequelze, At the same sitting the cervix can 
be swabbed with a suitable antiseptic, and a cocoa-butter bougie of 
10 per cent. protargol can be inserted into the urethra. 

After convalescence has been completed, further tests and 
treatment for gonorrhcea must be carried out until repeated swabs 
are negative and leucorrhoea has ceased. 

It is very unlikely that the gonococeus can persist in’ the 
Fallopian tube, Curtis! cultured the whole Fallopian tube in a 
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large number of cases and failed to find the gonococcus in any 
woman who had been without fever for two weeks. There is, 
therefore, probably no such thing as chronic gonococcal 
salpingitis. 

CONCLUSIONS. 

(1) I advocate early operative treatment for the severe cases 
of acute suppurative salpingitis. The operation of choice is 
salpingostomy, but great care should be taken not to leave a 
Fallopian tube which can obviously never perform its function. 

(2) During convalescence the uterus should be treated by 
frequent injections of glycerine and protargol. 

(3) \fter convalescence final assurance should be made that 
the cervix and urethra are free of gonococci. 


REFERENCE. 
1. Curtis, A. H. Surg. Gynecol. and Obst,, 1922, Vol. 35. 
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The Expectant Treatment of Pelvic Inflammation. 


By BECKWITH WHITEHOUSE, M.S., Lond., Ch.M., F.R.C.S., Eng. 
Professor of Gynecology and Obstetrics, University of Birming- 


ham; Honorary Gynecological Surgeon, General Hospital, 
Birmingham, 


Critics of the so-called ‘‘expectant treatment’? of acute sal- 
pingitis and other forms of acute pelvic peritonitis appear to be 
rather of the opinion that its advocates are optimists of the first 
water, and that in their expectations they are practically hoping 
for the impossible. If by this is meant the absorption of all 
inflammatory exudate and the restoration to full functional 
activity of the uterus, ovaries and Fallopian tubes without any 
surgical intervention, then such criticism is probably correct. It 
is, indeed, hardly to be expected that a severe ascending infection 
to the uterine appendages and pelvic perttoneum will not leave 
its permanent mark in the form of adhesions with either closed 
Fallopian tubes or subsequent impaired mobility of the uterus, 
whatever purely medical treatment is adopted. If the problem 
ended here, there is not very much to be said. 1 think, 
however, that the majority of gynecologists will agree that the 
point at stake is not whether severe grades of salpingitis shall be 
treated withoul surgery, but rather when surgery can give the best 
results. 

It will also generally be conceded that mild infections of the 
uterine appendages respond adequately to simple expectant 
methods. These cases are common enough in out-patient gyne- 
cological clinics, and the small number of such patients admitted 
to the in-patient departments is some testimony to the immediate 
success of the treatment employed. It is, of course, very probable 
that a certain proportion of these women help to fill the ranks of 
cases admitted to hospitals at a later date for conservative 
operations on the Fallopian tubes owing to sterility or persistent 
pelvic pain. It is difficult to arrive at anv reliable figures 
as to the actual proportion of apparently mild cases that sub- 
sequently come to operation, but it may safely be said that in a mild 
case of infection the question of immediate surgical interference 
is not involved. The case is alwavs treated on ‘‘expectant’’ lines. 

With the ‘‘severe’’? case, however, the problem immediately 
assumes a different aspect. Are the best interests of the patient 
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served by immediate operation or is-it better to defer surgical 
measures to a later period should symptoms require the same ? 

In an attempt to answer this question | have examined the 
records of all patients admitted for pelvic inflammatory disease to 
the General Hospital, Birmingham for thirteen years between 
igtt and 1923. During this period 137 hysterectomies were per- 
formed for diseased appendages. During the same period 250 
conservative operations were carried out for the same indication. 
Now these patients represent the end-results of the expectant 
treatment of pelvic inflammation. The conservative operations 
are of most interest, for the after histories of such patients afford 
data with regard to function which can be contrasted with that 
available in the case of women treated by active surgical inter- 
vention at an earlier stage. 

A ‘* questionnaire *’ on the lines shown was, therefore, sent out 
to the 250 ‘‘conservative’’ patients. Replies were received from 110 
patients, a larger number not being available owing probably to 
change of address during and since the war years. !t would have 
been possible to swell the figures by the inclusion of more recent 
cases, but it was thought that, at the very least, four years should 
have elapsed since the operation in order to form a fair opinion 
of the result. 

In this investigation ‘‘expectancy’’ and conservatism’’ naturally 
go hand in hand, and the results of the latter may be regarded 
as a final estimate of the value of the former. 

The results are shown in the accompanying tables which | think 
submit strong evidence that, apart from the question of sterility, 
the expectant method of treatment is, at any rate, based on sound 
precepts. 


In assessing the value of any treatment directed to the cure or 
relief of symptoms dependent upon pelvic inflammation several 
matters call for consideration. 


Mortality: In the first place the question of immediate mor- 
tality is of prime importance. If initial ‘‘expectant’’ treatment, 
even when followed later by surgical measures can show a total 
less mortality than immediate operation in a sufficient series of 
cases, then it is naturally the method of election. The immediate 
mortality in the series of 137 hysterectomies both total and sub- 
total, which, for the present purpose, may be considered together, 
is 7.5 per cent. In the case of the conservative operations only 
three patients died amongst the 110 investigated. As a matter 
of fact the actual percentage is lower, since these three deaths 
represent the initial mortality in the whole series of 250 cases. 
(1.2 per cent.) The combined initial mortality for the whole series 
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of 387 cases (radical and conservative) is 10 or 2.5 per cent. It 
was ascertained from the enquiry that four other women had died 
subsequently from causes more or less directly attributable to the 
pelvic condition, thus giving a total mortality, immediale and 
remole of 5.0 per cent. for a series of 247 patients covering a period 
of fifteen years. 

The death-rate in relation to the actual surgical proceedings 
can best be studied from the tables, and it will suffice here simply 
to point out one or two general conclusions. 

In the case of 81 conservative operations in which the Fallopian 
tubes were involved, the immediate mortality rate was only 2.4 per 
cent. .\ similar figure, 2.4 per cent., represents the remote mortality 
rate in the same series. 

With regard to pelvic abscess treated by incision and vaginal 
drainage only, the immediate death-rate in 17 cases was nil. 16 
of these patients are still alive and well. 

On the other hand, among nine patients treated for pelvic 
suppuration and acute salpingitis by laparotomy and abdominal 
drainage, one died as the result of operation, and another three 
years later following intestinal obstruction. 

My experience with regard to the results of laparotomy during 
the acute stage of salpingitis has been perhaps rather unfortunate, 
and I may be unduly prejudiced against surgical intervention by 
this route. I once lost three consecutive patients from whom I 
had removed the Fallopian tubes for acute pyosalpinx. The 
result I attributed to the spread of infection from the pelvis to the 
general peritoneum as a direct sequel of the operation. 

This fact has moulded my subsequent practice and accounts 
for the reason that | cannot submit a useful series of acute cases 
treated by either salpingectomy or salpingostomy to compare 
with the results of purely expectant methods followed later by 
conservative operation. When Bourne read his paper at Ports- 
mouth a few years ago and put forward a plea for early surgical 
intervention in the form of salpingostomy for acute pyosalpinx, 
| was very tempted to make a trial of his suggestions. Remem- 
bering, however, my early and painful experience following 
incursion into the ‘‘Acute Pelvis’? by the abdominal route, I was 
candidly afraid. 

My own practice, therefore, up to the present, as the tables show, 
has been to treat acute salpingitis by purely expectant treatment 
and to interfere surgically only when either there is an extension 
from the pelvis to the general peritoneum or there are the usual 
indications present of the existence of pus. When interference is 
required, my preference is always for the vaginal route, and 
to create as little disturbance as possible during the acute stage. 








Hosp 







































TABLE L TABLE U 
PELVIC INFLAMMATION. SALPINGITIS & PERIMETRITIS. 1913 22. 
Sy omary of Results of Conservative treatment Treated by removal of one Appendage only 
Totat Caszs 110. Tota Caszs 55 
af j Immediate 3 1 
lonT ITY) Remote 4 7 1 2 
j Good 62 28 
Fair 20 15 
Poor 23 105 10 (1 in Asylum) 53 
a so { Normal 8l 39 
goog Light 18 i 
ron Work ) Nil, 6 105 3 53 
Full-term 19 12 1 gestation—5 cases 
> ee i Se 
3 »  —!l case 
PREGNANCY A gy SE sy 
5 ” — » 
Abortion 6 4 (amongst above 12 fertile patients) 
Nil. 80 105 36 48 
Normal 40 20 
ee Menorrhagia 19 8 
MENSTRUATION \ Menorrhalgia 17 _ 10 
{ Amenorrhoea 32 108 16 52 
VaGiNat { Present 33 7 
DiscHarce | Absent 71 104 35 52 
) Present 28 17 (11 also had Vag. Discharge) 
DISPAREUNIA ) Absent 76 105 3 
SUBSEQUENT Nil 83 40 
TREATMENT | Required 21 104 12 6 subsequently bad Hysterectomy 
| are » Temaing appendage 
removed 
1 ,, operation for “ Appendicitis.’ 
4 treated “ expectantly ” 
Name 


What is the present state 
Are you able to carry out y 
If married, have you becor 

If so, how many ti 
Have you had any Miscat 
Are your Monthly Period: 


_ The After-Results of 110 cases of Pelvic Inflammation treated as In-patients at the General 


Hospital, Birmingham, from 1913-1922 (inclusive) by conservative or expectant methods. 





The figures contained in the following Tables are compiled from the answers to the attached 
“‘ Questionaire ” sent in January, 1927, to 250 consecutive patients, and show the present state of 
health after periods varying from 5 to 15 years from the initial treatment. 
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TABLE IIL. 


TABLE [V 


TABLE V. 


TABLE VII. 


TABLE VIi!. 









































ETRITIS. 1913 22 CHRONIC SALPINGITIS. 1913-1922. SALPINGITIS. 1915-22 SALPINGITIS & PERIMETRITIS. 1913-22. PELVIC ABSCESS & PELVIC ABSCESS. 1913-22. PELVIC INFLAMMATION. 
ACUTE PYOSALPYNX. 1913-22. 
| Appendage only Treated by removal of both Tubes but not Uterus. Treated by Salpingostomy Treated by Laparotomy and separation of Treated by Posterior Colpotomy Treated by Abdominal Drainage Treated without operation. 
adhesions only. ud Drainage. only. 
TAL Caszs 55 Toran Caszs 10. Toran Cases 9. Tora. Casgs 7. Torat Caszs 7. ToraL Cases 9. a Cases 4. 
Nil. Nil. 1 0) 1 il. 
2 Nil. Nil. 0 i L (6 years after operation) 1 (3 years later) 2 Nil 
7 5 2 10 7 3 
0 1 ' $ 0 0 
53 3 10 3 g 3 6 8 16 0 ? 1 4 
9 7 4 i) 7 7 4 4 
1 2 2 
53 0 10 0 9 0 6 l (due to amp. of leg later) 
es 0 0 2 1 gestation—! case. 1 (3 pregnancies) 2 a — sian 2 
- . 2h — a 
e 
fertile patients) 1 0 1 (amongst above 2 fertile patients) 0 0 0 
48 9 10 9 9 4 6 15 16 5 7 2 4 
3 4 ) 5 5 2 
0 3 1 5 1 (slight) 1 (occasionally) 
0 J } 3 l ] : 
52 7 10 2 9 8 6 4 16 0 7 0 é 
N B. Includes 2 cases of Ovarian Grafts in Rectus 
Muscle. In 1 case Menstruation was normal for 
7 years) In the other Bardenh ’s Operation, 
Amenorrhoea followed the Operation. 
1 
2 ("1 v. bad”) 3 5 1 (slight) 
52 8 10 6 9 2 6 1) 16 6 7 3 4 
1 
charg 2 2 4 1 1 
arene 8 10 7 g 2 6 15 16 G 7 3 ‘ 
9 5 3 16 16 Ce, ae 4 
id Hysterectomy 1 (Hysterectomy for Pelvic pain) 4 9 3 2 treatad by expectant methods 1 (Diathermy Pe wheeal 
naing appendage 2nd operation required in 3 and both became pregnant. Uteri to cure Gonorrhoea 
removed cases for Salpingitis and 1 1 had Amencrrhoea after 2nd Cervicitis. 
tA ppendicitis.” for non-pelvic condition. operation, presumably Hysterectomy. | 
antly ” | ' 








GENERAL HOSPITAL, BIRMINGHAM. 
Gynecological Department. 
ForM OF ‘‘QUESTIONAIRE.”’ 


Have you at present any discharge from the front passage ? 
Have you any pain on connection with your husband ? 
Have you been treated at any other Hospital since you left the 
General Hospital ? 
Have you had any more operations ? 
If so, where ? 


ent state of your health ? 
rry out your usual work, household or otherwise ? 
you become pregnant since the operation ? 

many times? 

y Miscarriages since your operation ? 

y Periods excessive or painful ? 


9 











Present Health. 


Fair 

Good 

Very Good 
Fair 

Poor 

Fair, since last op 
Poor 

Fair 

Good 

Poor 

Poor 

Fair 

‘air 

Poor 

Fair 


| Good 


Fair 

Fair 

Fair 
Good 
Very Good 
Good 
Good 
Good 
Poor 

| Poor 
Good 
Good 
Very Poor 
Good 

Fair 

Good 
Good 


Fair 
Fair 
| Very Good 
Good 
Poo 
Good 
Good 
Good 
Fair 
yood 
Good 
Very Good 
Good 
Good 
Poor 
Very Fair 
Good 
Good 











Work. 


Normal 
Normal 
Normal] 
Norma) 
Normal 
Light 
Normal 
Light 
Normal 
Light 
Nil 
Light 
Normal 
Normal 
Light 
Normal 
Normal 
Light 
Normal 
Normal 
Normal 
Normal 
Light 
Normal 
Normal 
Normal 
Normal 
Normal 
Light 
Normal 
Light 
Normal 
Normal 


Norma} 
Norma] 
Light 
Norma! 
Normal 
Light 
Norma} 
Normal 
Normal 
Normal 
Normal 
Normal 
Norma) 
Normal 
Norma) 
Normal 
Norma) 
Nil 
Normal 





CHRONIC SALPINGITIS 


TABLE IX. 


REMOVAL OF ONE TUBE ONLY. 














Preg. Abortions. Menorrhagia. Menorrhalgia. Vaginal Disch. Dyspereania. Other Operations. 
Nu Nil | (Amenorrhea) (Amenorrboa) Present Present Birminghem 
( Amenorrhaa) (Amenorrhea) % * Liverpool 

Present Absent Nil Nil Nil 

. (Amenorrhea) (Amenorrhaa) Present re Birmingham 
h (Amenorrhea since 1915) x Present Nil 

; “ (Amenorrhea since 1924) Nil Nil Shrewsbury 

1 1 Absent Absent % Present Nuneaton 

Ni Nil i ‘s a Nil Ni} 
a * (Amenorrhea) ” " ” 
; " Absent Present Present Present a 

* ” ” ” * Birmingham 
| 1 Present. 2 - ie Nil 
2 Nil | Absent Absent Nil Nil ‘“ 
Nil “ * Present i Present + 
7 ¢ Present. Absent Present ” " 
. ‘ Absent es Nil is ao 
ef ' Present Present im Nil wa 
ve = Absent ne ‘ ’ " 
; ‘ ‘ At times” Absent Present Present Pa 
" me Absent Present ss Nil - 

s ” % Absent Nil - Birmingaam 
‘s ®» < : * " Nil 
(Widow 19 gears) Ceased 6 ms. after op. ‘ Occasionally eS ‘- 
(Widow 19 years) Absent a Nil “ me 
5 1 ” ” ” ” » 
Nil Nil om ‘é os » » 
” ” ” ” ” »” ” 
‘ ‘. (Amenorrhea) “ Present Occasionally a 

‘ (Amenorrheea 4 yrs.) oe ‘6 Nil Birmingham 
. * (Amenorrhea 2 yrs.) se Nil ee Nil 

» (Widow) ,, Absent Present eo ” Birmingham 
4 ‘3 me Absent ra Slight Nil 
Nil “ (Amenorrhea) since 7 % Nil * 

op. 3 periods only. 

a a (1 Period since op.) é Present Pe Birmingham 
= : Absent _ Nil a il 
» (Amenorrhcea) a “a ‘ “a 
. (Single) ,, Absent < Present i *. 
3 * as 2 Nil - -. 

l " % : Present Present Birmingham 
Nil PS (Amenorrhaa 7 years) Nil Nil Nil 
° : Absent - . an 
Y ” . ” ” ” ” 
} ” ” ” ” ” ” 
} 1 Present ¥ Present Occasionally 
Nil Nil | (Amenorrhea 2 years) Nil Ni Ps 
” . Occasionally ¥ “ = 
2 = bsent me Occasionally mK 
“ " : ‘ Nil ‘ 
*” . (Very little loss) Present ~ Present * 
2 Occasionally Absent Nil » 

Nu (Amenorrheea since 2nd operation) . Birmingham 
| Absent Oceasionally “ FS Ni 











Case. 
53 
55 
57 
58 
59 
60 


61 
62 


10) 
102 
103 
104 








10) 
102 
103 
104 


Present Health. 


Fair 
Very Poor 
Good 


Very Good 
Good 


Very Good 
Poor 

Very Good 
Very Poor 


Good 
Poor 
Poor 
Good 
Good 
Very Poor 


Fair 
Poor 
Fair 
Good 


Very Poor 
Very Poor 
Very Good 
Good 
Good 
Very Good 
Fair 


Very Good 


Very Good 
Poor 
Good 
Good 








CHRONIC SALPINGITIS. 


TREATED BY REMGVAL OF BOTH TUBES BUT NOT UTERUS. 





















































Work. Prog. Abortions. Menorthagis. Mencrrhalgia. Vaginal Disch. Dyspareunia Other Operations. 
Light Nil Nil | (Amenorrhaa since operation) Nil Nil Nil 
Normai if ‘a (Amencrrhoma eince operation) ‘a o ” 
Normal + “ Absent Absent Slight eS ” 
Normal a ES (Amenorrhea since operation) Nil ” ” 
Normal i a Ovaria Graft. Menstruation normal for Very Bad Present ” 

7 years, Amencrrha for last 2. 
Normal ‘s = (Amenorrhasa since operation) Nil Nil Birmingham 
Normal ~ ee (Amenorrhoa since operation) ia ‘ Nil 
Normal ‘ ‘ (Ovarian Graft. Bardenhower’s Op.) a es ” 
(Amenorrhosa) 
Normal * e (Amonorrhoa 7 years after operation) “ Present ‘~ 
Normal ? 1 Absent Absent +s Nil Pr 
CHRONIC SALPINGITIS. TREATED BY SALPINGOSTORY. 
Normal Nil Nil | (Amenorrhaa 9 years) Nil Nil Nil 
Light Fa fe (Amenorrhasa 5 years) ‘a Present Birmingham 
Normal ‘ a bsent Absent ” ” Birmingham 
Normal o a Present Present Occasionally Nil Nil 
Normal a pe Absent Absent Slight ‘a ‘i 
Normal pe a i # Nil i Birmingham 
Normal ei fe <a ‘< “a ‘és Nil 
Normal e a Occasionally ‘ ” » ” 
Light = a Present é Present a pe 
CHRONIC SALPINGITIS. TREATED BY SEPARATION OF ADHESIONS ONLY. 

Normal 2 1 Present Absent Present Nil Birmingham 
Nil 1 Nil | Absent Present Nil Present Birmingham 
Light Nil e (Amenorrhasa) ia a Birmingham 
Normal e 3 (Amenorrhea 1 yr.) ” ”» Nil 
Normal és 7 (Amenorthosa 6 yrs.) o Nil ‘s 
Normal 2 es Present Present ye 

SALPINGITIS & PELVIC ABSCESS. TREATED BY POSTERLOR COLPOTOMY & DRAINAGE. 
Light Nil Nil | Occasionally Absent Present Nil Pr 
Normal » (Widow) ,, Absent ‘a Nil Pe ”» 
Normal “" ” » Absent ” “s ” 
Normal “ am a Present Slight * ” 
Normal . a (Amenorrhaa since operatio#) Nil re a 

Normal . = Present Absent ” ” ” 
Norma) a ‘a (Amenorrhea 2 years) ” ” ” 
Normal * ee (Amenorrhea 1 year) » ” ” 
Norma) ” » Absent ” ” ” ” 
Light " " Occasionally ‘a Occasionally a x 
Light é Pa Absent Present Slight ” ”» 
Normal 3 a a Absent Nil fo ” 

Nil Nid ” » » ”» ” 

Normal “ ‘a Present a Present ss * 
Normal i is (Amenorrhma) Nil ” ” 
Light - fe Present Present Ps Present ea 

PELVIC ABSCESS & ACUTE PYOSALPYNX. TREATED BY ABDOMINAL DRAINAGE ONLY. 

Normal Nil Nil | Slight Absent Slight Nil Ampt'n of L Leg, 
Normal 1 fe Absent ‘a Nil i il 
Normal Nil ” ” ” » ”» » 

Normal i a 33 Present ee Present ig 

Normal ‘a « “ Absent ‘a Nil » 

Normal 2 ” ” »” ” ” ” 

Normal Nil » ” » ” ” ” 

SALPINGITIS. TREATED WITHOUT OPERATION. 

Norma) Nil -Nil | Absent Absent Nil Nil ” 
Normal 1 e re Present Present Present a 
Normal Nil sé af Absent Nil Nil ” 
Normal 1 Occasionally 4 
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And so far I have been fairly well satisfied with the immediate 
results of treatment on these lines. Furthermore, the after-results 
of the cases of pelvic abscess and acute pyosalpynx treated by 
vaginal drainage only are sufficiently encouraging to make one 
hesitate before adopting other methods which may have a higher 
mortality. It is important, I think, for us to remember that even 
in the most acute infections of the pelvic viscera, the trouble is 
limited, at any rate in the early stages, to the very safest part of the 
abdominal cavity —an area where peritoneal absorption is least and 
where efficient drainage if required can usually most easily and 
adequately be obtained per.vaginam. I look, therefore, with some 
apprehension on methods such as_ salpingostomy for acute 
pyosalpinx which directly involve the breaking down of any 
natural barrier, and which, in order to attain possibly improved 
physiological function at a later date, deliberately invite an 
immediate extension of the inflammatory process to areas outside 
the pelvis. Before, therefore, I personally adopt a change 
of policy I shall require to be convinced by the publication 
of a sufficient and adequate number of results immediate and 
remote, that any method devised to improve physiological function 
not only attains this result but does so without incurring a higher 
rate of mortality. 


General Health and Capacily for Work: Next to mortality, 
the subsequent health of the patient is of paramount importance in 
forming an opinion as to the value of treatment. Intimately 
bound up with this question is the capacity for work of the 
individual. If ‘* expectancy ”’ and ‘‘conservatism ’’ resulted in the 
production of a person who is virtually always a chronic invalid 
and who cannot take a useful place in the life of the community, 
then an argument may be advanced for the introduction of other 
methods of treatment. But this does not appear by any means 
to be always the case. In fact, the figures obtained as the result 
of the present enquiry go to show that 56.3 per cent. of the patients 
are to-day in good health, and that on their own showing 73.5 per 
cent. are able to carry out their normal duties. The disproportion 
between the two figures is probably accounted for by the fact that 
in the “* questionnaire,”’ information was elicited on the ‘* present ”’ 
and not the “‘general’’ state of health. Thus it was found on 
further enquiry that the present state of health when not stated 
as ‘‘vood’’ was affected by immediate problems e.g. influenza or 
pregnancy, and was not influenced by the original trouble. For 
this reason the figures showing the capacity for work probably 
represent a more correct estimate of the general health of the 
individual. It should be remembered that the material analyzed 
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is obtained exclusively from hospital and not from private records. 
The patients are drawn from the members of a large industrial 
community, and therefore, the capacity for work implies the 
capability for considerable physical exertion. 

The figures dealing with pelvic abscess and acute pyosalpinx 
treated by pelvic or abdominal drainage only, and without sub- 
sequent operation, are particularly interesting. Of the 26 patients, 
17, or 65.3 per cent. report as being in good health, whilst 18, or 
6g per cent ., are able to carry out their usual duties. In the case of 
one patient who asserted that her capacity for work was impaired, 
it was found subsequently that this was not due to the result of 
pelvic inflammation, but because her leg had been amputated ! 
Pregnancy: When, however, the question of subsequent 
pregnancy is considered it does not appear possible with expectant 
and conservative methods to establish such a strong position. In 
the present series of 110 patients, only 19, or 17.2 per cent., sub- 
sequently became pregnant, In 80, or 72.7 per cent., the patients 
remained permanently sterile. The latter figure is not absolutely 
correct because among these patients it was found that a small per- 
centage were either widows or single women, or that the menopause 
had been reached within a comparatively short time of the com- 
pletion of treatment. The investigation has, however, brought to 
light a few interesting facts with regard to the relation that sub- 
sequent pregnancy has to pelvic inflammation. 

Thus in a series of 55 cases of salpingitis in which, as the 
result of previous expectant treatment, it was only necessary to 
remove one uterine appendage, 12 patients, or 21.8 per cent., became 
pregnant. In one case a patient after losing one appendage had 
five children, and another, four. Abortion was not frequent, the 
ratio compared with full-time births being 4:25. One case 
of pregnancy occurred after removal of both Fallopian tubes. 

The results of salpingostomy in the small series of nine 
cases which it was possible to follow up are disappointing. Not one 
of the nine patients became pregnant. In another small series 
of seven cases where the uterine appendages were freed from 
adhesions, but where the tubal ostia were patent, two women sub- 
sequently had full-time pregnancies. It is interesting to note that 
in both these cases the pelvic peritoneum at the time of the laparo- 
tomy was painted with a one per cent. solution of silver nitrate. 

Another interesting fact comes to light in the tables showing 
the results of pelvic abscess and acute pyosalpinx treated by 
drainage only. Of the 26 cases, three patients, 11.5 per cent. 
subsequently became pregnant, and in all instances the gestation 


successfully went to term. One woman in whom. a large pelvic 
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abscess had been evacuated and drained by the vaginal route, later 
had three children. Two oi the nine cases of pelvic abscess drained 
by the abdominal route also became pregnant, giving a fertility 
percentage of 22—a figure possibly too high owing to the small 
number of patients traced. Small as is the amount of material, 
these facts prove, however, that severe and extensive suppuration in 
the pelvis does not on every occasion necessarily imply subsequent 
sterility. Further, it appears to show that acute inflammation 
ending in suppuration is not so harmiul to fertility as the slow 
chronic or repeated infections extending over a period of years. 

Menstruation: lt is unnecessary. to consider in any great 
detail on the present occasion the eflect of the results of pelvic 
inflammation treated by expectant and conservative measures upon 
the menstrual function. In 37 per cent. of the present series it is 
reported as being normal. An interesting fact at first sight is 
the relatively high incidence of amenorrhoea, even when both 
ovaries are present, as in the cases of pelvic abscess. The obser- 
vation must, however, be considered in relation with the patient’s 
present age, and no great importance can be attached to the 
statement, since the investigation covers a period of fifteen years. 
It is important, however, to appreciate the fact that excessive 
hzemorrhage is noted only in 17.5 per cent, of cases in the whole 
series—a low figure when contrasted with the high incidence of 
severe uterine bleeding usually associated with chronic pelvic 
inflammatory disease. 

Marital Relations : Another observation deserving of attention 
in the present series is the comparative absence of dyspareunia, 
76 patients, or 73 per cent., reported no pain on coitus, a rather 
surprising result when it is remembered how commonly chronically 
inflamed appendages are blamed for this symptom. In the few 
cases in which pain is present it will be noted that the symptom 
is commonly associated in the same report with excessive vaginal 
discharge, pointing to a relationship between the two. 

It is very satisfactory in the after-histories of the 26 cases of 
pelvic abscess to find that marital relations are normal in 21, or 
80 per cent. of the whole. 

Late Treatment: A special point was made in the enquiry to 
ascertain in what proportion of patients further treatment, surgical 
or otherwise, had been required after the initial conservative 
operation. It was ascertained that in 79.8 per cent. no treatment 
of any kind had subsequently been necessary. | need not dwell 
on the nature of the measures employed in the remaining 20 per 
cent. The actual details can be studied from the tables. The 
important fact to recognize is that by a judicious combination of 
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expectant and conservative methods such a large percentage of 
women have been able to carry on their normal life and duties in 
comfort for periods varying between five and 15 years from the date 
of initial treatment. 

It is, | think, a rather common impression that conservative 
operations for uterine adnexal disease are always rather in the 
nature of experiments and that quite frequently further and more 
radical measures may be required. This opinion has been fostered 
by the publication of series of cases in which total abdominal 
hysterectomy for this indication has previously been frequently 
preceded by earlier conservative operations. Thus Wesley Wilson 
(International Clinics, 1922) found that in a series of 1,000 
operations for pelvic infections a previous operation had been 
performed in 138, or 13.8 per cent. The death-rate in this series 
of 1,000 cases was 2.5 per cent., and the average age was 25 years 
6 months. , 

A. Connell of Birmingham has recently investigated the problem 
from the same point of view in a series of 30 hysterectomies for 
chronic inflammatory adnexal disease performed by him at the 
Dudley Road Hospital, Birmingham. The figures which he has 
kindly supplied to me show that 30 per cent. of his patients had 
previously been treated either by ‘‘expectant’’ or ‘‘conservative”’ 
methods. In 23.3 per cent, treatment had been surgical. 

It must be remembered, however, that the hysterectomies 
represent in a sense, only the failures of expectant treatment, and, 
therefore, information based upon this source only is liable to givea 
false impression. 

It is more important, I think, to know that almost 80 per cent. 
of women after conservative treatment have remained in good health 
over a long period of time than that in cases which eventually come 
to radical operation, 13.8 per cent. have previously been treated 
surgically by conservative measures which have failed. 


CONCLUSIONS. 

What then may reasonably be expected as the net end result 
of ‘expectant’? treatment? The answer may be summed up, | 
think, somewhat on the following lines :— 

(1) The initial mortality will be low. 

(2) There is a strong probability that surgical treatment will 
be required at a later date, but it will be undertaken at a time when 
such intervention is safe and with a correspondingly low mortality 
(2.5 per cent.) 

(3) It is only in a comparatively small proportion of cases that 
radical measures, such as hysterectomy will be necessary after such 
conservative surgical treatment. 
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(4) The results of combined expectant and conservative measures 
are good, if by that is understood the production of an individual 
who is subsequently able to carry out her functions, social and 
marital, in a normal manner and with comfort to herself. 

(5) On the other hand, fertility is impaired although not by any 
means destroyed. It is naturally, least impaired when the con- 
servative operations performed are of the simplest and _ least 
complicated type. 

The aim, therefore, of all expectant treatment must be to limit 
the extension of the inflammatory process and if possible to prevent 
the formation of wide-spread adhesions. When such adhesions have 
been produced and conservative measures are later required, every 
attempt must be made to discover means to prevent their re- 
formation. At the same time care must be taken not to thwart the 
object of the operation by the exhibition of too much surgical zeal. 

It is unnecessary to burden this discussion with a_ dis- 
sertation on the ordinary methods of expectant treatment in common 
use. They are sufficiently well known and | need not stress the 
importance in acute pelvic peritonitis of such every day topics as 
the value of absolute rest, free purgation, and the application of 
heat by vaginal douching, abdominal compresses, hot air baths 
and so forth. Neither is it necessary, I think, to adduce evidence 
in support of the importance of raising the individual bodily resist- 
ance to the infecting agent, by such methods as immuno-transfusion 
or the injection of foreign protein, e.g., milk and blood. These 
measures in whole or part are generally sufficient to secure the 
subsidence of the acute signs. 

In the event of very acute infections and always in the presence 
of suppuration, drainage should be instituted. The advent of pus 
removes the case from the ‘‘expectant’’ category and in this respect 
my views are in accord with those of Bourne. Even if and when the 
infecting virus dies, the retention of pus tubes cannot but be a 
menace to the life and health of the individual. 

For reasons, however, which | have adduced, | think that during 
the acute stage any surgical intervention should be of the simplest 
possible character. Drainage is the simplest of all procedures and 
this should be by the vaginal route wherever possible. Approach 
to the pelvis by the abdominal route appears to me to be a dangerous 
undertaking in the presence of acute inflammation. 

It is, perhaps, rather bevond the scope of this paper, but before 
closing I may be permitted to mention that during the last 
vear | have been making considerable use of ‘ Lipoidal > when- 
ever it has been necessary to interfere surgically, in an attempt to 
limit the formation of pelvic adhesions. It is entirely non-toxic 
and in the cases in which it has been employed I have been very 
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satisfied with the subsequent progress. 


Altogether 18 cases have 
been treated. 


In three cases of acute gonorrhceal salpingitis, 10 cc. of warm 
Lipiodol ’ were injected into Douglas’s pouch through the 
posterior vaginal fornix during the acute stage, and in each occasion 
it appeared ‘‘post or propter’’ that the attack was cut short. These 
patients have recently been examined and are in good health. There 
is unimpaired mobility of the uterus and no thickening can be felt 
in the region of the appendages. In the remaining 15 cases, 
‘ Lipiodol ’ was smeared over the pelvic organs and injected into 
the uterine cavity via the Fallopian tubes aiter conservative 
operations such as salpingostomy, partial salpingectomy, or tubal 
implantation, for symptoms arising during the chronic. stage. 
The present state of these patients is also satisfactory, but it is 
too early to estimate the final results, especially in relation to the 
question of future pregnancies. 


‘ 


The iodine in ‘ Lipiodol ’ is absorbed very slowly from the 
pelvic peritoneum as shown by radiographs taken twelve months 
after operation, when traces are still quite evident. In 13 cases 
recently investigated at periods varying from one to 14 months 
after operation, iodine was present in the urine in every patient. 

The application of direct treatment to the affected areas during 
the acute stage of salpingitis either by posterior colpotomy or the 
simple injection of various substances into Douglas’s pouch appears 
to be worthy of a more extended trial. 

Louis Cassidy tells me that Theilhaber, before his death, 
informed him that he had obtained very good results in acute 
pelvic inflammation by the injection of blood directly into Douglas's 
pouch, Of this treatment I have no personal knowledge. Reming- 
ton Hobbs also, I believe, uses glycerine in a similar manner. | have 
only made use of ‘Lipiodol,’ flavine, eucalyptus and solutions of 
silver nitrate and magnesium sulphate, owing to its high osmotic 
power. The latter | cannot recommend. however, on account of 
its great toxicity when absorbed from the peritoneum. 

I trust by these few additional remarks that I have not exceeded 
the power of my mandate in speaking exclusively to the subject of 
the expectant treatment of salpingitis. If such be the case, I crave 
the indulgence of the meeting. 

In conclusion, I should like to take this opportunity of thanking 
my staff, Drs. Giles and O’Connor, Miss M. King and Miss W. K. 
Playfair, for the time and trouble they have taken in analysing and 
following up the records which form the basis of this investi 


gation. 
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Surgical Indications in the Treatment of Gonorrhceal 
Lesions of the Uterine Adnexa. 


By ArtTHUR H. Curtis, 3.S., M.D., F.A.C.S. 
Gynecologist, St. Luke’s Hospital; Professor of Gynecology. 


North Western University, Chicago, U.S.A. 


INFORMATION obtained through a continuous laboratory study 
of pelvic inflammations has been applied clinically in the manage- 
ment of our patients. In consequence of this correlated clinical 
and laboratory experience | have acquired certain independent 
views relative to peitvic infections. The subject, as a whole, is 
too extensive for presentation at this meeting, and I shall, there- 
fore, consider only those items that bear directly upon the 
surgical treatment of gonorrheal lesions of the uterine appendages. 

Six years ago I reported a bacteriological and _ histological 
study of the Fallopian tubes', In a search for dormant infection, 
cultures made of over 200 pairs of thoroughly ground Fallopian 
tubes revealed that it was hardly ever possible to obtain the 
gonococcus longer than two weeks after disappearance of fever 
and leucocytosis. This result is in contrast with the previously 
accepted view that the gonococcus does not live long in the lumen 
of the Fallopian tube but remains persistently viable in the tubal 
wall. 

As a result of this study we came to the conclusion § that 
gonorrheal salpingitis is essentially a self-limited process, and that 
persistently active gonorrhea of the Fallopian tubes is attributable 
to recurrent infection rather than to chronic infection; that, with 
re-infection prevented, the Fallopian tubes should heal spon- 
taneously. This we have found to be the case. 


INDICATIONS FOR OPERATION. 

In our service at St, Luke’s Hospital, after many vears 
of bacteriological and histological work, we adopted, in 1921, a 
plan which may be termed ‘‘absolute clinical conservatism.”’ 
Operations were almost entirely discontinued for the purpose of 
eradication of infections of the Fallopian tubes. Surgery is 
employed, and frequently; but it is reserved chiefly for such 











200 Journal of Obstetrics and Gynecology 


sequelz of disease as painful displacements, adhesions, with 
symptoms, sterility, and excessive menstruation. Our chief indica- 
tions for surgical intervention are persistent pelvic distress and 
prolonged menstruation. 

Sterility is relieved by ‘operation relatively more frequently 
than in former vears, but operative intervention is rarely advocated 
for this complaint alone. Interference solely for relief of sterility 
appears permissible if desired by the patient, provided that the 
husband is healthy and potent and the wife has demonstrably 
occluded Fallopian tubes, a relatively healthy cervix, and no 
palpable masses in the region of the uterine adnexa. 

Operation is occasionally resorted to because of complications 
which arise during the course of active infection; e.g. a persistent 
appendiceal colic or an unusually stubborn ovarian abscess may 
require intervention. But I would emphasize that in a charity 
service of 45 beds we encounter such cases not more than a few 
times yearly. 

Thanks to an efficient out-patient staff, a clinical cure is obtained 
without operation in the majority of service cases, including those 
who have suffered from more than one attack of salpingitis. H. O. 
Jones reports that the aggregate number of operations upon our 
salpingitis cases amounts to a total of less than 15 per cent. These 
figures are based upon acareful study of thoroughly controlled 
patients, many of whom are sufficiently ill to require hospital 
treatment for a week or more before transfer to ambulatory care. 

The percentage of private patients who come to operation is_ 
relatively larger because the 1 ajority are not seen during the stage 
of active infection but seek help later for relief from persistent 
inflammation and the sequelz of infection. 


NOTES ON PATHOLOGY AND CHOICE OF SURGICAL PROCEDURE. 

Certain characteristics of gonorrheal lesions are deemed worthy 
of comment because of their bearing upon operative procedure :— 

(a) Adhesions. The opened abdomen may reveal a veritable 
labyrinth of adhesions, despite which, I have seldom seen 
adhesions of gonococcal origin which were not amenable to 
separation by blunt dissection with scissors. Four ‘vears ago, 
within a period of one month, we encountered two cases which were 
apparent exceptions to this rule; the adhesions were exceedingly 
firm. In both instances,however, further inquiry, after operation, 
elicited a history of previous instrumental abortion complicated by 
pelvic peritonitis. 

Denuded surfaces, created by separation of adhesions, have 
been less frequent since we learned that blunt dissection usually 
permits smooth separation along natural lines of cleavage. Raw 
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areas which are unavoidably created, and which are too large to 
be protected otherwise, may be patched by omentum. The omental 
transplant should be considerably larger than the surface to be 
covered and may be tacked loosely in position by interrupted 
sutures of fine catgut. We have employed large transplants 
in a dozen cases. The fate of the transplant is uncertain, 
but clinical results have been excellent in all except one instance. 
In this case the patient, following an afebrile recovery, developed 
an abdominal discharge after returning to her home; the trans- 
planted omentum was extruded from the wound and she has 
brought an action for malpractice, based on the assumption that a 
sponge was left in the abdominal cavity. 


(6) The Fallopian Tubes. A single attack of salpingitis seldom 
results in marked permanent increase in thickness of the wall of 
the Fallopian tube. Greatly thickened Fallopian tubes, encountered 
in patients who have recovered from acute infection, are almost 
pathognomonic evidence of repeated salpingitis. They occur 
chiefly in prostitutes and in women whose husbands are carriers of 
infection. 

Patients operated upon for removal of uterine fibroids or other 
pathological conditions of serious character sometimes reveal a 
smoothly healed hydrosalpinx of moderate size. It may be evident 
that the Fallopian tube cannot be removed without creation of a 
large raw surface or perhaps a healthy ovary would have to be 
sacrificed with the Fallopian tube. Such Fallopian tubes are not 
disturbed because we now know that viable gonococci are no longer 
present in them. Clinical results have been definitely more satis- 
factory since we have learned to he conservative in these cases. 

Long ago, Emil Ries described a mechanism of tubal occlusion 
in which cicatricial contraction of the serosa produces infolding 
of the fimbrize into the lumen of the Fallopian tube; a process 
essentially the counterpart of a purse-string closure. Prolonged 
observation has convinced me that the Ries mechanism of occlusion 
isa frequent one. After complete healing of salpingitis of moderate 
severity, fimbrize which have invaginated in this manner may often 
be restored to normal by gentle blunt dissection with scissors. 
Several patients have in this way been relieved of sterility, 
whereas our results with other plastic operations upon the Fallopian 
tubes have been decidedly disappointing. 

For some vears, whenever it has been necessary to open the 
abdomen of patients who are victims of sterility, [ have tested 
the patency of apparently healthy Fallopian tubes by means of air 
inflation from within the abdomen. Air distension of the Fallopian 
tube reveals the location of strictures, magnifies lesser pathological 
C 
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changes, and is of considerable therapeutic value. Blair Bell 
advocated this procedure before it was described by me. 


(c) Removal of the Ovaries. Ovarian conservation is practised 
as a routine by most American gynecologists. 1 would urge more 
careful consideration of the etiology of the pelvic infection before 
arriving at a decision relative to the disposition of a doubtful ovary. 
Gonococci, according to our experience, do not live long in the 
tissues of the upper pelvis; streptococci, on the other hand, remain 
viable for an indefinite time and I have isolated anaerobic 
streptococci as long as 18 years subsequently to the introduction of 
infection. Therefore, in the presence of a diseased ovary, with the 
indications for removal somewhat uncertain, more radical surgery 
appears indicated in streptococcal infections than in gonorrheal 
disease of equal severity, because persistently viable streptococci 
predispose to post-operative ovarian infection. 

In patients operated upon for relief of lesions produced by the 
gonococcus, I favour preservation of the ovaries unless they are 
badly crippled. If one ovary must be sacrificed, however, 
it appears inadvisable to resect a major portion of the remaining 
one. Many times | have been consulted by patients who have 
suffered for years with partial menopause, a spark of sex vigour 
being kept alive by a fragment of ovary. Removal precipitates 
the climacterium and brings relief. 

Another point: | presume we all advocate removal of a portion 
of the uterus in patients subjected to salpingectomy, sufficient 
endometrium being retained to assure some menstruation. But 
what is to be our attitude toward conservation of the ovaries in those 
instances in which disease of the cervix necessitates complete 
hysterectomy ? Frank demonstrated that the ovarian hormone 
is present in the circulating blood prior to each menstruation and 
is excreted with the normal monthly flow. But in young patients 
who are deprived of a menstruating uterus the preservation of 
ovaries is followed by monthly accumulation of noxious waste 
products. Despite this recent evidence, my present attitude is 
inclined toward conservation of healthy ovaries in young women 
subjected to total hysterectomy. 


(ec) The Appendix. Those whose fingers itch ta open the 
abdomen, but who admit that early operation is inadvisable, may 
make symptoms of appendicitis an excuse for surgical intervention. 
It is worthy of note that pelvic infection spreads to the appendix 
from without. Consequently, there is rarely need for interference 
because of anticipated gangrene, necrosis or rupture of the 
appendix. During the last ten years, serious complications due 
to secondary appendicitis have necessitated emergency operation 
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in only three cases in the gynecological service at St. Luke’s 
Hospital. 


COMMENT. 

My views are diametrically opposed to those who advocate 
operation upon patients with acute or subacute salpingitis. As a 
student I was taught not to remove acutely diseased Fallopian 
tubes, and I have ever been thankful for this early training. 
Experience teaches that our opinions relative to surgical procedure 
are subject to material oscillation from time to time. But, for me, 
the pendulum has never been in motion so far as radical operations 
for acute tubal infections are concerned. 

The theme of this discussion is far different; it concerns the 
problem of operation during less active stages, for the purpose of 
eradication of persistent gonococcal infection. 

Our bacteriological investigation of ground Fallopian tubes, 
admittedly subject to error and to personal bias, has now been 
extended over a period of 11 years. Six years of ‘‘absolute clinical 
conservatism,’’ combined with this laboratory study, have instilled 
into me the belief that gonorrheal invasion of the Fallopian tubes 
and adjacent tissues ordinarily produces a self-limited infection ; 
the disease in so-called ‘‘chronic’’ cases is typically a re-infection— 
a recurrence rather than a continuous infectious process. 


We may be asked : What shall we do with those patients who 
have enormous or persistent pus tubes, with those who give history 
of frequently repeated attacks of salpingitis, with those who refuse to 
live apart from male companions who are carriers of infection, with 
those who must work for a living and cannot aflord the luxury of 
prolonged rest and cure ? 

In reply, we may say: We have hitherto overestimated the per- 
sistence of a single infection and have not emphasized sufficiently 
the danger of subsequent exposures. Since 1921, it has been our 
experience that those who avoid cohabitation with carriers of 
gonococci, and who also shun douches and undue traumatism 
of sexual intercourse, ordinarily recover from salpingitis with 
relative promptness. Victims of only one attack of tubal infection 
seldom have protracted symptoms or reveal extreme pathological 
changes. Even those who have been imfected repeatedly tend to 
ultimate recovery if isolated from consorts who are carriers of 
disease. When a sufferer from salpingitis is informed, frankly, 
that she must choose between prolonged abstinence and surgical 
removal of the genitalia, conservatism wins. Sheath protection 
is a helpful compromise measure. 

Those who advocate early operation emphasize the shorter 
period of incapacitation enjoyed by patients subjected to surgical 
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intervention. Our experience of recent years indicates that we 
have been in error in accepting this belief. Convalesence under 
palliative care is quite as prompt and yields even more satisfactory 
results in that great majority of cases in which it is the treatment 
of choice. 

Enormous pus tubes, persistent pus tubes, and repeated attacks 
of salpingitis are almost pathognomonic evidences of re-infection. 
Exacerbations of symptoms, in the absence of renewed infection, 
become progressively less severe; the chief exceptions to this are 
complications, which are rare. 

It is not my desire to request invariable avoidance of operation 
upon those who suffer from repeated attacks of gonorrheal sal- 
pingitis. But | would ask that the danger of re-infection be 
explained to these patients, and that operation be delayed at least 
as long as we would advocate if the patient were our sister or our 
mother. Expectant care eventuates in clinical recovery of the great 
majority of patients and is beneficial to those who must ultimately 
obtain operative relief. long delayed intervention means greater 
conservation of tissues, with rescue, perhaps, of an ovary or a 
Fallopian tube and ovary. 

Surgery should be reserved chiefly for the sequelze of infection. 
Let us be conservative and constructive rather than radical and 
destructive. 

CONCLUSIONS. , 

(1) Gonorrheal invasion of the Fallopian tubes and adjacent 
tissues tends to produce a self-limited infection. The disease in 
so-called ‘‘chronic’’ cases is typically a re-infection. 

(2) Operative interference should be avoided in patients with 
acute inflammation of the Fallopian tubes; complications seldom 
necessitate deviation from this rule. 

(3) Surgery should not be employed, routinely, for the purpose 
of eradication of tubal infection. Operation should be reserved 
chiefly for the sequelze resultant from bacterial invasion. 

(4) Adhesions of gonococcal origin are almost invariably 
amenable to smooth separation by blunt dissection with scissors. 
Large omental transplants afford a suitable covering for extensive 
raw surfaces in the pelvis which would otherwise remain denuded. 

(5) A healed hydresalpinx of moderate size sometimes causes 
least trouble if left undisturbed. Plastic operations upon definitely 


thickened Fallopian tubes have never relieved sterility in our 
patients. [ess seriously diseased Fallopian tubes may be rendered 
patent by gentle dissection with scissors of the invaginated 
fimbrize. Apparently healthy Fallopian tubes may be relieved of 
occlusion by means of air inflation from within the abdomen, 
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(6) Preservation of the ovaries appears desirable unless they are 
badly crippled or the circulation is impaired. If one ovary must be 
sacrificed it is inadvisable to resect the remaining one. In the 
presence of a diseased ovary, with the indications for removal some- 
what uncertain, less radical surgery appears indicated in gonorrheal 
disease than in streptococcal or tuberculous infection of equal 
severity. 


Curtis A. H. Surg. Gynecol. and Obstet., 1921, Xxxiii, 621. 
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The Operative Treatment of Chronic Salpingo-oophoritis. 


By S. J. Cameron, M.B., Ch.B., Glas., F.R.F.P.S., Glas. 
Gynecologist, Western Infirmary, Glasgow; Obstetric Surgeon 
and Gynecologist, Glasgow Royal Maternity and Woman’s 
Hospital. 


Tue value of surgical interference in chronic salpingo-oophoritis 
is evidenced by the almost entire absence of such cases from the 
multitude of semi-invalids frequenting health resorts at home and 
abroad. During the Victorian era, on the other hand, hundreds 
of young and middle-aged women suffering from persistent pelvic 
pain, hemorrhage and purulent discharge sought relief, unavail- 
ingly one fears, in certain spas credited with special virtues in 
the treatment of inflammatory lesions of the uterus and adnexa. 
Timely diagnosis and appropriate surgical treatment account for 
this transformation, and all who practise pelvic surgery can recall 
with satisfaction numerous instances in which operation has 
restored to perfect health the pinched and depressed victims of 
chronic inflammatory disease of the pelvic contents. 

In considering the most appropriate surgical method of dealing 
with these cases, it seems to me that we should be guided largely 
by the amount of the damage and also by the presence or absence 
of such symptoms as purulent discharge and hemorrhage. To a 
certain extent, also, the age of the patient should modify our 
actions, but reference to these matters will be made later in this 
communication. 

Prior to operation the condition of the cervix should be 
ascertained, as otherwise admirably executed operations are 
doomed to failure through the surgeon neglecting to deal with the 
catarrhal cervix. Cases often come under observation in which 
the appendages have been excised and the uterus has been 
amputated through the upper portion of the cervix and yet the 
operation must be classified as unsuccessful because the infected 
stump continues to discharge pus copiously into the vagina. Every 
infected cervix should be subjected to radical treatment, and 
usually it is removed with the corpus. When the patient is young, 
less drastic treatment is indicated in dealing with the uterine body, 
but reference will presently be made to this type of case. 
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Radical Treatment. 

After the abdomen has been opened the field of operation should 
be isolated from the general peritoneal cavity by rolls of gauze, 
lest a loop of gut is perforated during the separation of the adnexa 
or pus escapes either from a chronic pyosalpinx or from a pocket 
among adhesions. In my theatre we use for this purpose gauze 
rolls ten feet long, which possess the additional advantage that 
they cannot be overlooked at the termination of the operation. 
Sometimes considerable difficulty is experienced in liberating the 
adnexa during the early stages of the operation, and, as a rule, 
it is the ampullary portion and the fimbriated extremity of the 
Fallopian tube which give most trouble. As the outer end of the 
Fallopian tube is usually sealed to the ovarian cortex, | always 
make an attempt to define the ovary at the beginning of the 
operation. When this gland has been liberated the tips of the 
fingers should be swept outwards and upwards to free the outer 
extremity of the Fallopian tube, Should this prove impossible with- 
out endangering adjacent structures, the surgeon should sever the 
isthmic portion of the Fallopian tube between two pairs of pressure 
forceps. The outer forceps is raised and held upwards while the 
mesosalpinx is divided from the middle line outwards. The 
technique is exactly similar to that employed for the removal of a 
long retroceecal appendix which is first cut across at its cacal 
junction. The uterus is afterwards excised. 

Formerly in severe cases of salpingo-oophoritis associated with 
dense adhesions, | practised the operation of bisection of the uterus 
followed by transverse division of the cervix. Doubtless this 
procedure permits the surgeon to root out the appendages with the 
maximum of ease, but as there is the possibility that the peritoneum 
may get contaminated from an infected endometrium | have 
abandoned it in favour of the two methods which I shall presently 
describe. Valid objections can be advanced to the method 
generally recommended for the performance of hysterectomy in 
cases of chronic salpingo-oophoritis. It will be remembered that 
after liberation of the diseased uterus from all structures except 
the vagina, the usual practice is to open into the vagina through its 
anterior wall, so that the cervix can be seized with a volsellum and 
pulled upwards into the pelvic cavity while the remainder of the 
vaginal wall is being severed. Despite the judicious placing of 
swabs and the application of antiseptic solutions to the cervix, the 
risks of infection from that structure and the vagina are obvious. 
Safety from these sources of infection can be most effectually 
obtained by apply Wertheim’s clamps to the vaginal wall as is 
done in the radical operation for cancer of the cervix. After 
removal of the organ the vaginal stump should be treated with 
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pure carbolic acid. Spirit should be applied to limit the escharotic 
action of the acid before the vaginal walls are united with catgut 
sutures. There is another useful method which I adopt when 
right-angled clamps are unobtainable. The patient having been 
placed in the lithotomy position, the cervix is pulled downwards 
so that its canal can be swabbed with pure carbolic acid followed 
by spirit. Closure of the canal is effected by a mattress suture of 
silk, the free ends being left long and knotted together to act as a 
tractor during a subsequent stage of the operation. <A circular 
incision is next made round the cervix as in the operation 
of vaginal hysterectomy. The vaginal wall is reflected upwards all 
round so that the uterine artery can be clamped and severed with the 
tissues in the base of the broad ligament. The peritoneal cavity 
should not be entered during this stage of the hysterectomy. 
Gloves and gown having been changed, the abdomen is opened 
and after liberation of the appendaves and uterus a swab is sutured 
to the fundus of the latter just before the remaining peritoneal 
attachments in front and behind are divided. A nurse now pulls 
the traction suture and thus the uterus is dragged downwards into 
the vagina. By this means the infected cervix never enters the 
peritoneal cavity and the vaginal passage is swept from above 
downwards by descent of the swab. The operation is then com- 
pleted in the usual way and after 48 hours the vaginal clamps are 
removed. In all cases in which the entire uterus has been excised, 
the divided end of each round ligament should be sutured to the 
corresponding margin of the vaginal stump to diminish the risk 
of prolapse. 

It is advisable that catgut be the only material used for the 
closure of the vaginal wound as local infection readily occurs, and 
while septic catgut will quickly disappear, silk will persist as a 
focus of infection for years. On two occasions | have removed 
vesical calculi which had formed as a result of silk sutures having 
slowly penetrated the bladder wall. The use of an unabsorbable 
material such as silk within the abdominal cavity can seldom be 
justified as it acts as a foreign body and produces adhesions. 
Catgut can be prepared to fulfil every surgical requirement and 
it is specially suitable for cases of salpingo-oophoritis as infection 
may lurk in any of the pelvic structures. 

Preservation of Ovarian Tissue. 

As this subject has been dealt with by Professor Blair Bell 
1 do not propose to consider it at length. 

Many surgeons in America and also in this country excise the 
ovaries if hysterectomy be performed. On the other hand, 
| invariably endeavour to leave normal ovarian substance to 
maintain the balance existing between the various ductless glands 
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whether the uterus be removed or not. Ovarian tissue and the 
continuance of the menstrual function are naturally of greater 
value to a young woman than to a patient about the menopause. 
Consequently in young patients an attempt should be made to 
leave sufficient uterine body and some ovarian tissue to ensure 
the maintenance of menstruation, and this object can best be 
attained by means of the operation advocated by Blair Bell. When 
the patient is about forty years of age the necessity for conserving 
ovarian tissue is less important as the change of life is at hand. 
Nevertheless, a normal ovary should certainly be left in situ. 

Simple follicular cysts are not uncommon in cases of salpingo- 
oophoritis owing to thickening of the tunica albuginea and conges- 
tion of the gland, but even when both ovaries are implicated the 
surgeon should endeavour to insert a wedge of healthy gland in the 
retro-peritoneal tissue if the patient be young. By so doing the pos- 
sible discomtorts of a precipitate menopause are avoided, and men- 
struation may continue for several years. For purposes of trans- 
plantation, small portions of ovary deprived of capsule should be 
chosen, and the most vascular part of the cellular tissue selected 
for their reception. Autogenous graits only should be used. 
Post-operalive Adhesions and their Prevention, 

A question of the greatest import arises in connexion with the 
surgical treatment of these cases, namely the prevention of intestinal 
adhesions after operation. The surgeon who delays the operation 
of salpingo-oophorectomy until the acute stage has subsided for 
a few weeks will be less troubled with this unwelcome complication 
than he who proceeds to excise and suture structures which are in 
a state of sub-acute inflammation. For this reason | always drain 
the pelvic cavity through an incision in the posterior vaginal fornix 
while the lesion is acute, and pus can be detected in the pouch of 
Douglas. After the temperature has remained normal for several 
weeks the operation can be completed with every hope of success. 
Of course, the most decisive factor of all in the prevention of 
adhesions is the thorough covering of all the raw surfaces remain- 
ing after enucleation of the appendages. Unless the greatest care 
be exercised in obliterating these areas with peritoneal flaps, 
intestinal obstruction may ensue, Attention to certain details in 
technique is also important. Thus adhesive bands should not 
be rent forcibly asunder with the fingers, but they should be 
divided with a scalpel or scissors. Not only so, but all adhesions 
should be severed close to the uterus and its appendages as these 
structures are to be removed and denudation of their surface is 
therefore of no importance. 

Incases of tuberculous salpingitis great caution must be observed 
as rough manipulations may result in perforation of an intestinal 
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loop to which the Fallopian tube is attached. Removal of tuber- 
culous Fallopian tubes is indicated in most instances, but the 
most suitable time for operation is during the quiescent stage. If, 
on opening the abdomen, the surgeon finds that the process is 
active and that numerous and intimate adhesions lash the 
appendages to the intestinal loops, the operation should be 
abandoned at once. The patient should be sent to a sanatorium 
and when the tubal condition improves another attempt should be 
made to extirpate the Fallopian tubes if pelvic discomfort persists. 
Excision of tuberculous Fallopian tubes during the acute period 
may result in a fecal fistula if bowel and Fallopian tube are tuber- 
culous and glued together. Fistulz of this description may never 
close. For this reason also drainage should be avoided in these 
cases, and unless the uterus be involved it should be left undis- 
turbed. Again, a serious mistake is to persist in separating loops 
of gut simply because they are adherent, as the raw surfaces will 
reunite, and possibly in a manner which exposes the patient to 
additional danger. On the other hand, if the conditions are such 
that obstruction seems probable, then measures must be taken to 
avert this complication. Should the surgeon have to break down 
intestinal adhesions the raw surfaces should be carefully closed with 
continuous sutures. In connexion with the presence of numerous 
and dense adhesions, it is interesting to note that on re-opening 
the abdomen several years after the removal of the exciting cause 
most of the bands may be found to have disappeared. Personally, 
I believe that silk is more liable to lead to the formation of adhesions 
than catgut, but nevertheless the latter will also persist as a foreign 
body if it be too durable, and it is, therefore, desirable that the 
sutures should be excluded from the belly cavity as much as 
possible by peritoneal infolding. A continuous suture should also 
be preferred to numerous interrupted stitches, as the knots are a 
fruitful source of adhesions. Sometimes the knots can be buried 
by improvising a peritoneal flap, but when they cannot be covered 
their ends should be cut very short. On three occasions | have 
had to reopen the abdomen, in one case several weeks after 
operation, to relieve intestinal obstruction arising from adhesion 
to a hard chromicised knot. In every instance small intestine was 
involved, and all the patients recovered. Success in treating this 
complication depends on early interference as procrastination is 
fatal. The ileum seems specially liable to be implicated in cases 
of obstruction: similar adhesions involving the sigmoid would 
probably fail to produce any untoward symptoms, 

It is recognized that if a raw surface incapable of exuding fibrin 
could be obtained, post-operative adhesions would not appear. 
Accordingly, numerous procedures have been employed to abolish 
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exudation. Cauterisation has been recommended but it is valueless. 
as in order to be effective the tissues underlying the raw surfaces 
must be completely destroyed: otherwise the exudate would 
appear. Sodium citrate in saline solution has also been tested, 
and some surgeons have left several ounces of ether in the peritoneal 
sac to act as an antiseptic and intestinal stimulant. It has been 
found, however, that the increased peristalsis is transient, and 
that the purpose for which the ether has been used may be still 
further defeated at a later stage by pronounced peritoneal 
congestion with subsequent formation of bands. Oleaginous 
fluids and air have also been used but with disappointing results. 
Of all methods reliance must mainly be placed on the effective 
disposition of peritoneal flaps. Denuded areas must be shut off 
from the general cavity by the flaps, and the technique employed 
depends on whether the raw area is limited to the pelvic floor, or 
whether it extends well up the postero-lateral walls towards the 
brim of the pelvis. Omental adhesions to pelvic structures are 
often a great help in obliterating raw surfaces. During the 
operation the lower attachments of the omentum should not be 
disturbed, so long as their presence does not interfere with surgical 
manipulations. The omentum should be cut across at a consider- 
able distance from the distal attachments to give plenty of roofing 
material for the abraded areas. This plan of utilizing omental 
tissue is preferable to the application of omental grafts, although 
on several occasions I have used them with apparent benefit. 
The extent and situation of the denuded area depend on the 
height to which the peritonitic tide within the pelvis has risen. If 
there be little exudate, then the Fallopian tubes will probably be 
found adherent to the pelvic floor, ovary, rectum and the posterior 
surfaces of the broad ligament and uterus. In that case the raw 
surface will be limited and can generally be covered by 
peritoneal flaps and omental tags. But it is quite a different 
undertaking if the abraded area involves the major portion of the 
peritoneal lining of the pelvic cavity. In such circumstances 
means must be instituted to prevent loops of small intestine from 
coming into contact with the raw fleshy surface. This can be 
accomplished most satisfactorily by forming a peritoneal partition 
or diaphragm between the pelvic and abdominal cavities. To do 
this the sigmoid should be partly freed on its inner aspect, and then 
its appendices epiploicae and the peritoneal flap attached to the 
bladder should be stitched by a continuous suture to the peritoneum 
on the posterior wall of the pelvis just above the upper borders 
of the denuded areas. If there has been free and general oozing 
from the raw surfaces the pelvic cavity may be filled with gauze 
before the partition is formed. The lower end of the gauze roll 
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is thrust into the vagina so that it can be readily withdrawn when 
drainage is no longer required. It is wise to adopt this method if 
pus has soiled the cavity or if the lower bowel has been opened 
during the separation of the adnexa. 

In dealing with young women, Blair Bell’s operation is 
indicated, but, in addition, the cervix should receive special 
treatment if discharge be a prominent feature in the case. The 
cervix should be attended to before the abdomen is opened, as 
otherwise strain may be placed on the ligatures controlling the 
blood vessels, when the organ is dragged downwards with 
volsella. My experience of these cases has been ‘that high 
amputation is preferable to conical removal of the cervical lining 
as the former operation is easier, and during its performance the 
surgeon can more readily estimate the level of the internal os, 
at which point the cervical tissues should be divided. When 
excision of the cervix has been accomplished, the abdomen should 
be opened so that the fundus of the uterus together with Fallopian 
tubes can be removed. The wedge-shaped aperture in the organ 
is next closed by bringing the anterior and posterior flaps into 
apposition with catgut sutures. The knots are situated on the 
anterior aspect of the uterus and they should be covered by a 
flap which is elevated from the vesical peritoneum. Suspension of 
the ovary is effected by suturing it to the round ligament of the 
corresponding side, and the severed ends of the round ligaments 
may be fixed to the posterior surface of the uterus. 

Removal of the Fallopian Tubes only. 

There are many cases, however, in which excision of the Fallo- 
pian tubes alone is all that is required to afford the patient relief. 
A suitable type of case for this conservative operation is one in 
which discharge is absent, the uterus is not enlarged, and in which 
denuded areas are not present on the surface of the organ after 
extirpation of the appendages. Total removal of the Fallopian tube 
is indicated and consequently a wedge of uterine wall around the 
tubal attachment should also be excised with each Fallopian tube. 
A single ligature should be introduced to control the artery in the 
uterine cornu, but the wound in the uterus and mesosalpinx should 
be closed with a continuous suture which should infold the 
peritoneum as it passes along. Should difficulty be experienced 
in covering any portion of the raw tissue, the round ligament of 
the corresponding side should be drawn over it by means of a 
suture. Finally, the ‘sling’’ operation should be performed, if the 
uterus exhibits any tendency to become retrodisplaced. 

Owing to the risk of sepsis hysterectomy should also be avoided 
if the operation has been undertaken during the acute stage of the 
disease. 


V 


Conservation of the Ovarian Function in the Surgical 
Treatment of Salpingitis. 


By W. Brair Bett, B.S., M.D. (Lond., Hon. F.A.C.S. 
Professor of Obstetrics and Gynecology, Universily of Liverpool; 
Gynecological and Obstetrical Surgeon, Royal Infimary, 
Liverpool. 


It has always appeared to me that the question of ovarian 
conservation in the absence of malignant disease should admit 
of no discussion, for this practice is based on fundamental surgical 
principles; but | am beginning to realize that in Medicine diver- 
gence of opinion may depend not only on scientific judgment and 
reasoning, but also on hearsay and habit. | think we all are 
often too much inclined to get into surgical habits, and to be 
guided by current, often local, opinion, or so-called schools of 
thought. 

With regard to ovarian conservation | am philosophical enough 
to admit that when Man undergoes further evolution, and women 
all become as masculine or neuter as some are to-day, the matter 
may be of less moment; indeed, removal of ovaries may then 
rightly be systematically practised at birth, in order to expedite 
the processes of evolution. Consequently, what Manchester and 
Birmingham practise to-day, may be followed by Liverpool and 
London to-morrow ; but the to-morrow of an epoch is beyond the 
calculations of most of us. 

Meanwhile, it is, I suppose, accepted that in a majority 
of women the ovary has functions of value not only to the race, 
but also to the individual possessor, even though she be only a 
nidus for the reproductive cells (Ray Lankester), for, after all, 
a nidus must have compatible environmental qualities. I have 
so often enumerated the benefits of the ovarian secretion to femi- 
nine women before the menopause that | shall not do so here : 
these should be well known. 

Moreover, I take it that no one would deny that, in the present 
state of knowledge, surgery aims at the treatment of diseased 
structures with the conservation of function whenever this is 
possible. IL readily agree that there will and must always be 
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individual opinions as to when damaged or diseased structures can 
be conserved, or must be eradicated; but I am only concerned 
with the question of the sacrifice of normal ovaries, and of ovaries 
so slightly affected that they could be utilized to maintain function. 
To put the matter bluntly, there are those who always remove the 
ovaries when operating for salpingitis (and other simple lesions), 
and those who will go to any trouble to conserve this organ and 
its function. To me, and to many others, ovarian conservation 
is a surgical axiom; and I consider the indiscriminate ‘‘clean- 
sweep,’ removal of ovaries—as a routine procedure—a surgical 
sacrilege. 

It is all very well to say that the patient still has her thyroid, 
suprarenals and so on, and that the ovary is only part of her 
sexual make-up---I myself was responsible many years ago for the 
aphorism ‘‘Propter secretiones internas totas mulier est quod est”’ 
—but would anyone disregard the preservation of a beautiful nose 
because the woman had a beautiful mouth? It is the tout ensemble 
that counts! 

The only arguments available to the ovarian nihilist are that 
the ovary is immaterial to the welfare of the patient, and that, if left, 
it is a source of subsequent danger. So far as I know, advocates 
of the ‘‘clean-sweep”’ adopt both arguments. Of course, in the 
circumstances under discussion, the retained ovary, or ovaries, 
may be a danger; but the avoidance of this eventuality is simply 
a question of surgical judgment in regard to the way in which 
the function may be conserved--whether by grafting, or by leaving 
the ovary in the normal or an adjacent situation—and of surgical 
technique. 

However, I may be reckoning without my hosts, literally ; and 
to-day IT shall perhaps be enlightened as to why an ovary is worthy 
only of the scant consideration meted to it by some surgeons. 
I hope it will be a sound and scientific explanation, backed by the 
consideration that the fate of the testis mav be decided at the 
same time. 


CONSERVATION OF THE OVARY IN THE NORMAL POSITION. 

In salpingitis the question of leaving the ovaries, or an ovary, 
in the normal or an adjacent position is one that very frequently 
presents itself to the most conservative of us. 

We have, in fact, to consider whether this organ may in the 
future become a source of trouble; that is to say, whether the ovary 
may have become so much infected that an abscess may develop, 
or cystic formation occur; or whether there has been interference 
with the blood supply, which is the commonest cause of subse- 
quent cyst-formation, 
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In the first place there can be little doubt, I think, that in the 
practice of conservative procedures, other things being equal, it 
is impossible to improve on Nature’s methods, and that the ovary 
should, whenever feasible, be left in the normal or an adjacent 
position with its natural connexions. 

It is not often necessary to consider the degree of infection 
of an ovary, for on the whole the ovaries escape gross infection 
in a majority of cases. Adhesions may be present and the organs 
be oedematous, but such conditions alone are not indications for 
removal. Abscess formation may necessitate removal from the 
normal site, even though the pus be sterile. Usually in such 
circumstances, at any rate in gonorrhoeal infections, the Fallopian 
tube is enormously enlarged and merely a pus-sac. 

With regard to the other point, namely, interference with the 
ovarian blood-supply, which would contraindicate retention of 
the ovary in the normal situation, the following anatomical con- 
siderations must be taken into account. 

As is well known, the ovary and the Fallopian tube receive 
their vascular supply by way of numerous branches from the main 
ovarian artery, a vessel that runs through the broad ligament close 
to the base of the mesosalpinx, to reach the uterine cornu, where 
the ovarian vessel anastomoses with the ascending uterine artery. 

Now, when the Fallopian tube is greatly distended, the meso- 
salpinx is taken-up, as it were, owing to the increase in the circum- 
ference of the walls, and the ovarian artery may be brought into 
close proximity to the under surface of the tube. In such circum- 
stances removal of the diseased Fallopian tube may interfere with 
the ovarian artery, and, therefore, with the blood supply of the 
ovary ; and, as a result, cysts develop in this organ—a sequel that 
has happened in the experience of all of us. Several cases have 
occurred in my own practice; consequently, | trv to be very sure 
about the blood supply of the remaining ovary. 


It is, then, essential, if there be any doubt about the integrity 


of the vascular connexions, that the ovary be removed, and a graft 
made. 


When, however, the ovary can safely be retained in the nelvis. 
because the blood supply is intact, and it is not otherwise seriously 
damaged, the organ should always be suspended to the round 
ligament of the same side to prevent it becoming adherent lower 
in the pelvis, if it be not embedded in the uterine wall in one of 


the ways now to be described. 
CONSERVATION OF THE OVARY IN THE UTERUS. 


Whereas the retention of the ovary in the normal position, 
after removal of the Fallopian tube supplies an internal secretion 
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and maintains menstruation, the object of this conservative effort 
the implantation of the ovary in the uterus-—is twofold ; the main- 
tenance of the internal secretion and menstruation for the benefit 
of the patient herself, and, secondly, the possibility of pregnancy, 
although the Fallopian tubes are absent, are ensured. 

The operations performed may concern the implantation of a 
wedge-shaped ovarian graft in the uterus, a segment of the natural 
surface of the ovary projecting into the uterine cavity, and the 
lateral raw surfaces lving against the sides of the incision in the 
muscular wall of the uterus; or the fixation in the uterus of the 
undetached ovary with its normal blood-supply, as first suggested 
by Estes,? and later, practised in a modified manner by Tuffier.* 

The technique of the former procedure that is, grafting—-which 
I shall not now describe, is easv ; that of the latter as practised by 
Tuffier is more difficult, in that the process of fixing the ovary in the 
uterus may lead to compression of the blood vessels. Further, the 
ovary must not form a polyp; its surface should project only slightly 
into the uterine cavity, as with a graft in this situation. Compli- 
cations such as sloughing of the ovary and cystic formation have 
been seen by Tuffier. In many cases, owing to inflammatory 
exudation into the tissues of the broad ligament, the operation is 
impossible. 

Estes’ method is simpler: it consists of patching the excised 
cornu of the uterus with the raw surface of the undetached ovary. 
Although pregnancy has followed, this operation does not appear 
to be technically perfect. 

Still, these procedures in a majority of cases have maintained 
the function of the ovary in regard to its internal secretion, and, 
in a few, subsequent pregnancies have been noted—a very satis- 
factory record for difficult operations, the techniaue of which has 
not vet been fully developed 


OVARIAN GRAFTING. 

I have said and written so much on this subject! that I] have 
nothing new to bring forward. | can only reaffirm my belief in this 
beneficial measure when the normal ovarian blood-suppiy cannot 
be maintained, and recall my results. I have performed the 
operation more than two hundred times, and the — latest 


figures show an improvement on those published about eighteen 
months ago, when all results were fully tabulated. Patients on 


whom the operation has been performed within six months are 
not taken into account. 

The technique of implantation in the rectus muscle I have 
previously described. | have, moreover, called attention to several 
interesting post-operative phenomena. 
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Usually there is a period after operation during which the 
implanted ovarian tissue is not fully functional, and the patient 
passes through a short menopause which is relieved as soon as 
the ovarian secretion is available. 

Sometimes follicular cysts develop in the graft, and these, it is 
interesting to observe, cause menorrhagia or continuous bleeding. 
If the graft be in the rectus it is very accessible, and the cyst can 
be enucleated without damage to the graft. 

In the recent enquiry conducted by my colleague, Dr. S. B. 
Herd, to whom I am much indebted for the performance of this 
somewhat thankless task, it was shown that when menstruation was 
possible—that is, when the whole uterus had not been removed-— 
this function supervened in 72.1 per cent. of the cases. The meno- 
pause was averted in 88.7 per cent. of all cases. 


SUMMARY AND CONCLUSIONS. 

1. The ovary and the functions dependent on this organ are 
of outstanding importance to the individual and to the race in 
the present state of evolution. 

2. It is possible in many cases of salpingitis, if due considera- 
tion be given to the preservation of the blood supply, to conserve 
the ovary in the normal or in an adjacent position—such as in the 
wall of the uterus, in which case pregnancy is possible. 

By the conservation of the ovary with its blood supply the 
internal secretion and menstruation are always preserved. 

3. When it is impossible or unwise to conserve the ovary with 
its blood supply, autoplastic grafting should be practised in women 
under forty years of age. Pregnancy might follow a successful 
graft in the uterus. 


REFERENCES. 
t. Bell, W. Blair. Surxg., Gynecol. and Obstet. 1924, Xxxvi, 634. 
2. Estes. W. L. Surg., Gvnecol. and Obstet. 1924, Xxxvill, 394. 
3. Tuffier, Theodore, Surg., Gynecol. and Obstet. 1924, XXXIX, 401. 





VI 


The End Results of Salpingostomy in Chronic Salpingitis 
with Special Regard to Pregnancy. 


By BetHEL Sotomons, M.D., F.R.C.P.I. 
Master, Rotunda Hospital, Dublin. 


WHEN the Committee of the British Congress of Gynecology 
and Obstetrics invited me to write a note on the end_ results of 
salpingostomy, I was pleased to accede, for | felt that my results 
would justify the efforts which had been made to cure sterility in 
these troublesome cases. On investigating these results closely, 
I was disappointed to find that they were not all | had hoped for. 
However, when one meets a condition in the abdomen where 
decision has to be made as to salpingectomy or salpingostomy, it 
is obvious that the least chance of pregnancy, meagre though it 
may appear, must be offered to the woman who has submitted 
herself to an operation which may well be the third, fourth, or even 
the fifth that she has undergone on the chance of conceiving. 
Therefore these small successful results lead me, and I hope will 
lead others, to improve the technique of resection of the Fallopian 
tube. In considering results, | have included cases which I know 
now from experience to have been hopeless from the beginning : 
I allude particularly to tuberculous Fallopian tubes. When these 
are present, as stated in. previous communications, there: is no 
good in attempting palliative measures. The sterility will not be 
cured, and the Fallopian tubes should be removed in their entirety. 
The difficulty in making an absolutely definite diagnosis of tuber- 
culous Fallopian tubes will, however, never be quite surmounted. 

It is impossible to come to the main object of this paper without 
revising to some extent the gradual evolution of technique. In 
this evolution, simple oversewing was first done without catgut 
insertion: catgut insertion was a distinct advance. At one time 
it was thought wise to split the Fallopian tube and leave it open. 
The ovary has been stitched to the uterine ostium, and various 
other procedures have been tried until at last, splitting the uterus 
has been done, a method which is an enormous advance on 
previous methods. 
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For the purpose of this communication I have drawn upon 140 
cases, the last operated on before the beginning of 1926. 

In 140 cases, 56 had been operated on previously by other 
gynecologists and general practitioners—that is, 56 acknowledged 
they had been previously operated on. I believe it more than 
likely that many others had had previous operations, for the desire 
for operation by sterile women seems to be greater even than their 
desire for offspring. Curettage had been done in all, and the 
operation of posterior division of the cervix in 19. As I have said 
in previous communications, dilatation is indicated and is useful 
in most cases. Curettage is indicated in none. Success has 
followed the operation of posterior division of the cervix, but the 
harm done is far greater than the small success. I must not delve 
here into the symptoms and signs of sterility, nor must I speak of 
such extraneous subjects as male sterility, further such well-known 
casual factors as retroversion of the uterus and ductless gland 
dysfunction, will not be dealt with, for none of these come within 
the scope of my paper. I must content myself with giving (1) the 
technique followed with regard to diagnosis of cases requiring 
salpingostomy, (2) the treatment of these cases, and (3) the results. 

When a patient is sterile and the man is apparentiy potent—if 
a bimanual examination demonstrates tubal disease, the abdomen 
is opened: if, however, the pelvis is apparently normal, the 
Fallopian tubes are tested : if closed, one of several things is done. 
(a) The ordinary sound of the modified Rubin apparatus which 
I use, is kept in the cervix by an assistant in order to demonstrate 
the site of stricture if necessary when the abdomen is opened : the 
difficulty in this is the necessity for an assistant, but I believe the 
constant flow of oxygen through the Fallopian tube is much to be 
preferred to the amount of air which is passed into the abdomen 
by a hand bulb. (b) The modification by Bonney: I have used 
this sound but I have not found it altogether successful, chiefly 
for the reason stated already. [I am not sure whether the opening 
in the sound may not sometimes become blocked. It has the 
advantage that it will retain its position without an assistant. 
(c) The use of an ear syringe from the fimbriated end : this demon- 
strates the position of nearly all kinks, but it does not show when 
the Fallopian tube is blocked in its interstitial portions. (d) Lipio- 
dol: | have not found this method necessary so far—from a treat- 
ment point of view. Kinks can be demonstrated in the ways 
just described, but for teaching purposes lipiodol and iodipin are 
useful. 

The abdomen is opened and one of the following ‘conditions is 
present. These have been divided into four classes for the sake 
of clearness and investigation. 
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Class I. Adhesions at the fimbriated end of the Fallopian tube. 

This type is most satisfactory with regard to prognosis. The 
tubes are shown to be closed by the Rubin test, and the site is 
demonstrated at laparotomy. 

Adhesions are freed gently. The Fallopian tube is held by the 
fingers, never in artery forceps, bleeding points are ligated with 
fine catgut. The lumen is then demonstrated and a plait of No. 2 
catgut is inserted: this is put into the lumen of the tube with a 
fine sinus forceps: about 1 to 1} inches are placed inside the tube, 
and half-an-inch is left outside. If catgut insertion is not practised, 
the tube closes again : when it is practised, the tubes remain open 
as demonstrated by the Rubin apparatus later. 

In 72 cases of this condition there were 32 pregnancies. Seven 
women became pregnant within three months of the operation, 
sixteen became pregnant within one year, seven within two years, 
and two within two years and six months. Generally speaking, 
in treating sterility, we should advise prospective parents to be 
optimistic up to two vears, that is, the patient should be told not 
to give up hope at any rate until two years have elapsed since the 
operation. 


Class 2. Resection at the fimbriated end of the Fallopian tube. 

One valuable point discovered was that the fimbriated end- 
of the Fallopian tube are not vitally necessary for conception, 
although the prognosis is not so good as if they had not to be 
removed. The reason why chronic inflammation should attack any 
special portion of the Fallopian tube is difficult to say. In this 
type, after the diseased portion is removed and all bleeding stopped, 
the raw surface is oversewn and a plait of catgut inserted. In per- 
forming the resection and catgut insertion, the infundibulo. pelvic 
ligament should be held in a ring forceps. 

In this class there were 25 cases with six pregnancies, two of 
which became pregnant within six months, two within a year, and 
two within two years of the operation. 


Class 3. Disease at the isthmus of the Fallopian tube. 

We deal next with a type of case which I feel leaves less hope 
than the others, i.e. where the isthmus of the Fallopian tube is 
affected. The reason for this is obvious, for the lumen here is 
so extremely narrow.. The treatment adopted is to remove the 
diseased areas and to do an end-to-end anastomosis. The diffi- 
culty | have met in these cases is to get the catgut into the tube. 

Formerly, the catgut was run on a long straight needle through 
the tube and brought through the uterine body. Now, in order 
to be absolutely sure I am in the uterine cavity, the following 
procedure is adopted. First the diseased portion of the Fallopian 
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tube is removed and its mesentery tied, then the Fallopian tube is 
cut away at its insertion into the uterus which is then split in the 
manner to be described and illustrated later. Catgut threaded on 
a long straight needle is then passed from the fimbriated end into 
the uterine cavity. The Fallopian tube is united at the isthmus by 
end-to-end anastomosis with sutures of fine catgut on a non-cutting 
needle. It is next sutured to the uterine cornu, after which, the 
edges of the uterine insertion are approximated. There were 15 
cases in this class with one uterine pregnancy and two tubal preg- 
nancies: one of the latter | reported some years ago. 1 believe 
that the results in this class will improve with bisection of the uterus. 


Class 4. Disease at the uterine end of the Fallopian tube. 

Although the results appear to be inconclusive, I feel I have 
made some advance. This class includes those cases in which the 
disease is at the uterine end of the Fallopian tube. The following 
steps are taken. The diseased portion of Fallopian tube is removed 
after tying it off. Clamps should not be used, for they close the 
Fallopian tube. The tubal mesentery is sutured. The uterine 
ostium is next demonstrated clearly by shaving off pieces of uterine 
tissue until it is clearly discernible. The uterus is then bisected. 
In late cases, Bonney’s myomectomy clamp has been used, and ring 
1orceps have been temporarily applied to the ovarian vessels. The 
blunt end of a long straight needle is then passed eye foremost 
into the uterine cavity to show direction. There have been several 
valuable papers during the last few years showing variation in 
direction of the interstitial portion of the Fallopian tube, but once 
the fundus is split there is no difficulty in finding the correct way. 
The needle is then withdrawn, loaded with No. 2 catgut, and passed 
through the remaining healthy portion of the Fallopian tube, thence 
through the interstitial portion of the uterine cavity : the catgut 
is knotted there to prevent it being puiled back ; the uterus is then 
closed. This is accomplished by three continuous layers of catgut, 
fine for the endometrium, medium for the other layers. In addition, 
two tension stitches of silk are passed through the whole thickness 
of the uterus: mattress stitches as illustrated are not used. The 
Fallopian tube end is then united to the uterus by interrupted 
sutures of fine catgut inserted by means of a very small curved 
non-cutting needle. Since adopting this method | have met with 
considerable success, for in 24 cases there have been three preg- 
nancies, two of which went to term, and one ended in abortion at 
three months, all of which have occurred since the uterus splitting 
method was instituted. 

Every patient who has had any form of resection of the Fallo- 
pian tube and who does not become pregnant in three months, 
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is asked to return for testing. If the Fallopian tubes are found 
closed, further operation is recommended in order to try once more 


to keep them permanently open. 


Conclusions :— 


(1) In every case of sterilitv in which the man is not at fault 
and when there is no contra-indication to its use, the 
Fallopian tubes should be tested. 

(2) When negative for patency, the abdomen should be opened. 
(3) The prognosis for cure is better when the block is at the 
fimbriated end of the Fallopian tube, than anywhere else. 

(4) That while the results are not startlingly favourable at 
present, we are justified in continuing our efforts to cure 
sterility by salpingostomy followed by insertion of catgut. 

(5) That the procedure of bisecting the uterus is a definite 
advance in technique. 

We do not believe that we shall ever cure all cases of Fallopian 

tube sterility, but improvement is bound to occur, therefore we must 


continue our labours if we do not wish to see the results of ‘‘Love’s 
labour lost.’’ 


The discussion on the foregoing papers Nos. I--VI, on the 
Treatment of Inflammatory Conditions of the Uterine Adnexa will 
be found on p. 360. 
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Catgut has been passed through the tube. The diseased portion has 
been removed : the uterine ostium is demonstrated and the uterus split. 








Fic. 3. 


Completed operation. The catgut has been knotted in the uterus which 
has been sutured. Interrupted stitches are used. (Not mattress). 























The Cancer Problem in Gynecology.* 


By WituiAM P. Graves, A.B., M.D., F.A.C.S. 


Professor of Gynecology, Harvard Medical School; Surgeon-in- 
Chief to the Free Hospital for Women, Brookline, Boston; 


Consulting Gynecologist, Lying-in-Hospital, Boston, Mass., 
U.S.A. 


PART I. 
THERE is a prevailing impression among the laity and the profes- 
sion at large that in the great conflict that is being waged with 
cancer, Science is at the present time playing a losing game. The 
cenviction appears to be wide-spread that little is actually known 
about the disease, and that there is small hope of conquest until 
some brilliant or fortunate investigator shall cut with one stroke 
the Gordian knot that has so long baftied human efforts. 

This mental attitude has engendered a species of helpless indif- 
ference toward the disease. To the average practitioner the treat- 
ment of cancer patients is a disagreeable task, in the performance 
of which success is too infrequent to compensate for failures. 
Singularly careless in recognizing the early or precancerous signs 
of disease, he is well content to cure the occasional lucky case and 
to palliate as well as he may the host of incurables who present 
themselves for treatment. 

It is the purpose of this paper briefly to review the more impor- 
tant practical facts revealed by the newer knowledge of cancer, and 
to attempt to apply this knowledge to more intelligent prophy- 
laxis in the treatment of those forms of cancer that come within 
the scope of gynecology. 

The responsibility of the gynzecologist in the campaign against 
cancer may be emphasized by reference to a few statistics. Accord- 
ing to Hoffman’s figures there died of cancer in the United States 
in 1923, approximately 100,000 individuals of whom 57,397 were 
females. In more than 40 per cent. of the latter, the disease was 
located in the genital organs and breast. If, according to the 
general estimate of Soper, those living with cancer be added to 
the dead, there were in the United States in 1923, about 300,000 
persons suffering with the disease, of whom approximately 70,000 
were women with cancer of the genitals and breast. These are 


*Read before the Sixth British Congress of Obstetrics and Gynecology, 
Manchester, England, April, 1927. 











Cancer Problem in Gynecology 225 
appalling figures and sufficient to lend support to the prevailing 
pessimism. Do they or do they not indicate an alarming increase 
in the incidence of the disease ? 

This question is being answered by the organized efforts of 
statisticians the world over. From a review ot their reports, it 
would appear that in many localities the rate or increase is more 
apparent than real, as a result of better methods of diagnosis and 
of more accurate death-registrations. More important still is the 
increased longevity among civilized races, in consequence of which 
many more people now attain the cancer age than did those living 
fifty years ago, But after making allowance for explanations of this 
kind there is undoubted evidence that though in some countries the 
disease may be stationary, yet in certain others it is actually on the 
increase, Among the latter may be included the United States, It 
has been pointed out that in those countries in which the cancer 
incidence was high twenty-live years ago, there is still litthe or no 
present increase, whereas in those countries, like the United States, 
where the incidence formerly was low, the present rate of increase is 
marked. Thus it would seem that from the standpoint of the 
world at large the cancer incidence is reaching a peak at which 
it will remain stationary for a while and then probably undergo 
a natural recession, Schereschewsky significantly remarks in his 
analysis of cancer mortality in the United States: ‘*Physical, 
chemical, and biologic processes all tend to a state of equilibrium.”’ 
So in the case of cancer, when the forces which are tending to raise 
the human race to a new and higher level of susceptibility have 
spent themselves, we may expect no further increase in the rate. 

From the great mass of experimental work that is being done, 
certain incontestable facts have been crystallized that are of the 
utmost clinical value. It becomes the duty of the surgeon to 
familiarize himseli with this knowledge, and to apply it in the 
treatment of such cases as come within the scope of his work. 

What then are the most important facts that can be put to such 
practical use ? 

In the first place it must be admitted that, notwithstanding the 
popular idea of our ignorance of cancer, there is no disease about 
which there is a greater knowledge of its pathology, incidence, 
paths of invasion, and clinical behaviour. Methods of diagnosis 
are accurate, and curative treatment is effective if the disease is 
detected at an early stage. Modern investigation concerns itself 
with our defective knowledge of causation and prevention, the 
attainment of which, if complete, would mean the speedy conquest 
of cancer. 


In the combat against anv given disease, three factors must 


be dealt with, namely, (1) the essential or primary cause; (2) the 
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exciting or secondary cause; and (3) the cure. In most diseases 
the primary cause may be described as the predisposition or 
susceptibility of the tissues to the disease, and is for the most part 
a heritable quality. It may be a universal characteristic or it 
may be confined to individuals, or to certain tissues. The 
secondary cause is determined usually by some form of mechanical 
trauma, infection, chemical irritation, or toxic poisoning. The 
cure implies the ability to stop the progress of an established 
disease by medical or surgical interference. 

The control of any one of these factors establishes a control 
of the disease in question. A few examples will make this point 
clear. 

In the case of a common cold or of measles we possess little 
control of any of the three factors. Hence these diseases appear 
and run their course quite independently of human efforts to 
arrest them. 

In diphtheria, typhoid, small-pox and rabies, the susceptibility 
to infection is neutralized by artificial fortification of the natural 
powers of resistance. This is the ideal method since it prevents 
the operation of the primary cause and nullifies the two other 
factors. 

In dealing with post-operative peritonitis we have little or no 
control over the first and third factors, but the development of 
antiseptic technique prevents the exciting cause and provides a 
nearly complete mastery of the disease. 

Tuberculosis is being overcome by the prevention of infection 
and by curative hygiene, and to some extent by the application of 
the principles of eugenics. This is an example of the attack being 
made from all three angles. 

Appendicitis is no longer a formidable disease, for although the 
primary and exciting causes cannot be prevented, timely surgery 
effects a cure. 

How then does the conflict with cancer stand in respect to these 
three factors? It may be said, first, that knowledge of the primary 
cause of cancer is chiefly theoretical, and that attempts at prevention 
have been for the most part futile. The problem, however, is not 
hopeless. Secondly, much has been learned of the exciting causes 
or special etiology of cancer, but efforts at prevention are only in 
their infancy. Thirdly, cancer is curable if detected sufficiently 
early. I shall attempt to develop these three propositions. 


THE PRIMARY CAUSE. 
From the formidable literature resulting from experiment and 
speculation on the primary cause of cancer, only meagre practical 
lessons can at present be gleaned. It is quite evident that the 
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primary cause of cancer growth is intrinsic in the cell, and must 
therefore be closely associated with the riddle of life itself. 

Of the various theories that seek to explain the neoplastic 
change of the cell, that of “cell autonomy’’ is perhaps the most 
convenient as a working basis. This theory assumes that normal 
cells grow under certain restraints which include (1) tension of the 
surrounding tissues (Waldever and Thiersch) ; (2) proper nutrition ; 
(3) necessity of function; and (4) the purposeful control of the 
organism; and that tumour cells emancipated from these growth 
restraints are merely exhibiting their natural capacity for growth 
(Ewing). ‘‘Cell autonomy,’’ which is really a definition rather than 
a theory, is a comprehensive term since it covers in a general way 
most of the other well-known hypotheses, such as the Cohnheim 
theory, the theory of Growth Liberation of Ribbert, the Habit of 
Growth theory of Adami, the Reproduction theory of Farmer, 
Moore and Walker, the Vitamin Imbalance theory of Montrose 
Burrows, and the Dedifferentiation theory of Blair Bell. 

Of these hypotheses the last named, that of Blair Bell, is by 
far the most convincing since it is supported not only by morpho- 
logical, chemical and phy siological evidence, but by incontestable 
clinical results, in the treatment of human cancer, Space permits 
only the barest outline of this important work. Blair Bell sees 
in malignant neoplasia a reversion of the somatic cell to the earliest 
embryonic type represented by the chorionic epithelium. This 
process, which he designates dedifferentiation, can be demonstrated 
in vitro. Dedifferentiation of normal somatic cells may supervene 
on the common precancerous condition produced by many irritative 
factors such as mechanical trauma, radiations, heat, irritating 
chemicals, and the rest. In the precancerous state there appears 
to be oxygen starvation of the cell. The cell must then either 
recover, die, or undergo dedifferentiation to the trophoblastic form, 
in order to provide itself with sufficient nutriment. The analogy 
of malignant cells to chorionic tissue is shown morphologically by 
the tendency to syncytial arrangement and by the invasion of 
blood vessels. Chemically, both tissues, when compared with 
the normal, show a_ high  phosphatide-cholesterol ratio, an 
absolute requisite for cell-membrane permeability and rapid growth. 
From a physiological standpoint the theory is supported by investi- 
gations based on the work of Warburg who has proved that malig- 
nant cells obtain their energy by glycolysis, in contrast to the 
oxidation method of normal tissues. Blair Bell and his colleagues 
and Murphy of the Rockeffeller Institute in New York have shown 
that the chorionic .epithelium behaves in an identical manner. 
Toxicologically, malignant and chorionic tissues both show the 

same reaction of coagulation necrosis to lead. 
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Clinically, abortions are specifically frequent among lead 
workers, while sufferers with lead poisoning do not develop cancer. 
freatment of human cancer with tead 1s at present in the experi- 
mental stage, but results have been attained that offer great hopes 
for the future. 

In considering the essential cause of cancer as a perverted bio- 
logical process, the question of a specific heritability immediately 
asserts itself. The belief that cancer is hereditary is general and 
instinctive. But statistical investigations into the ancestry of 
human cancer patients have shown that the appearance otf the 
disease in close and distant relatives is no more trequent than in 
similar groups of individuals who are not related. A few so- 
called *‘cancer families’’ have been reported among the members of 
which the occurrence of cancer has been so frequent that it has been 
admitted that in rare instances there may be an inherited tissue 
weakness for the disease. As a result of these rather loose and 
unscientifiic researches, many in authority have strenuously spread 
the doctrine that cancer is not an heritable disease. ‘his propa- 
ganda appears to be the result partly of a reluctance on the part 
of investigators to accept the possibility of inheritance, and partly 
ot a fear of creating in the minds of the public the phantom of 
cancerphobia. As a matter of fact, such fear is needless for 
the public almost universally is and always has been firmly 
convinced of the heritability of cancer, a conviction upon which 
the mentioned propaganda has had little effect. 

But the wall of opposition to the inheritance theory of cancer 
is rapidly crumbling in the face of modern investigation. In the 
experimental work along this line that of Maude Slye is notable. 
Starting 17 years ago with a strain of mice susceptible to spon- 
taneous cancer, Slye has inbred them selectively through many 
generations, and she has shown that inheritance of the cancer 
character follows Mendelian law as closely as does that of albinism 
and pigmentation, ler work and that of others seems to prove 
beyond doubt the existence of an inheritance factor in mouse cancer. 
If the laws of phylogeny be accepted, the conclusion can scarcely 
be avoided that a similar factor must exist in varying degrees of 
intensity in the entire vertebrate family including the human race. 

From the standpoint of heredity it would at first appear that we 
have a definite means of attack in the science of eugenics. Slye, 
with her vast horde of analyzed mice, is able completely to breed 
cancer out of a given strain in two generations, since, in Mendelian 
language, the cancer character, in her mice at least, is not dominant 
but recessive. But the reason why Slye is unerringly successful 
in her experiments, in contrast to many who attempt to repeat 
them, is that her mice have long been selectively bred for a single 
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purpose. Any given animal used as a parent is completely 
analyzed. It is known, for example, whether an individual is 
purely non-cancerous, or whether he is a hybrid carrier, or whether 
he is doomed by inheritance to die eventually of cancer if he lives 
long enough. Breeding experiments are therefore in no sense 
haphazard; they are as uniformly successful as those of Mendel 
working in his garden with sweet-peas. But no such simplified 
problem exists in the management of human beings who may 
inherit the cancer susceptibility. The genetic analysis of Slve’s 
mice covers a period of 17 years and 65 generations. A corres- 
ponding analysis in a group of human beings would require a 
thousand years, at a conservative estimate, and would discount 
entirely the uncontrollable human element of choice in mating. 
Even if some biochemical or other test should be discovered by 
which the cancer inheritance factor in a given individual could be 
determined and measured, it is doubtful whether eugenics would 
ever solve the problem of cancer control. The science of genetics has 
been revolutionized in the last ten years. Already the Mendelian 
theory of unit characters is on trial. Mendelian laws, it is found, 
cannot be applied to a being whose chromosomes are as highly 
complex as those of man. Wonderful discoveries of the influence 
of early environment are being made. Lamarckism, with all its 
brilliant possibilities, is coming again to the fore and replacing the 
gloomy doctrines of hereditary predestination of Weismann, 
DeVries, and their school of geneticists. If the problem of 
cancer control is ever solved by genetics, it will probably not be 
accomplished by the regulation of mating, but by the application 
of far-reaching early environmental influences as yet undiscovered, 


SECONDARY CAUSES. 

Under this heading it is necessary first to allude to the long: list 
of unproved theories of cancer etiology. 

The parasitic origin of cancer as a theory dates from ancient 
times. The very word cancer denotes a crab. In more modern 
times it has had much scientific backing and was much in vogue 
25 years ago. During that period parasite after parasite was 
exploited as the specific cause of cancer: | need only call to mind 
the various bacteria, coccidia, protozoa, mycetozoa and blasto- 
mycetes organisms that are now of only historic interest so far 
as cancer is concerned. In more recent times we have had the 
admirable work of Gye, who believes that the stimulating virus 
of cancer is due to an invisible filterable bacterium. Tis work 
though not universally accepted has opened up new fields of 
investigation that are already bearing important fruit. 

Many other unproved theories have been enthusiastically 
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exploited. Among these the question of diet has played a promi- 
nent part. Some have pointed out the dangers of cancer in meat 
eating, others have seen a like danger in vegetarianism. Salt, 
alcohol, uncooked vegetables, canned meat, cooked food, and other 
articles of diet have been accused. Constipation, chronic worry, 
luxury, poverty, civilization in general, propinquity to rivers, 
humid climate, abundance of trees, certain soils, contagious cancer 
houses, have each formed the basis of some exploded theory. 

In contradistinction to these speculations, certain definite obser- 
vations and facts have been recorded. Virchow first promulgated 
the hypothesis that cancer is the result of chronic irritation. 
Billroth announced that ‘“‘without chronic inflammation cancer 
does not exist.’ That traumatism and irritation may be factors 
in the etiology of cancer has long been a matter of observation. 
Examples are the scrotal cancer of chimney-sweeps, _ first 
noted in 1775, cancer of the lung in metal workers, multiple 
skin cancers of the early unprotected users of X-ray, buccal 
cancers of pipe-smokers and of those with jagged teeth, cancer 
amongst arsenic eaters, mouth cancer of the Betelnut chewers 
of Burmah, abdominal-wall cancer from the kairo hot box 
of the Japanese. Cancer from chronic inflammation has long 
been familiar following the ulcerations of lupus and syphilis, 
neglected lacerations of the cervix uteri, Paget’s disease, 
long-standing® burns, ulcers of the intestinal tract, nose, urinary 
bladder, and gall bladder. To this list must be added the cancers 
following interstitial inflammations of the liver, kidney, breast, 
and prostate. Then there are the cancers that appear in organs 
that have undergone abnormal involution, either prematurely or as 
a result of senile atrophy. It is, moreover, commonly acknowledged 
that sarcomas may result from a single blow, especially in the 
breast. 

The irritation theorv was held for many years as a hypothesis, 
but was not confirmed by experimental proof until the second 
decade of this century. The pioneer work in this field is credited to 
Fibiger (Zeitschr. f. Krebsforschr.), who, in 1914, produced cancer 
in the stomachs of rats by feeding them with cockroaches infected 
with round worm(spirotera neoplastica). Between 1915-1918 the 
important field of experimental cancer production in animals was 
opened by the Japanese investigators Yamagiwa and Ichikawa who 
were able to produce epitheliomata in rabbits’ ears by prolonged 
application of coal-tar, after unsuccessful attempts along similar 
lines by many other workers. Since then this work has been 
repeated and developed in many directions by a great number of 
investigators, among whom, to mention only a few, are Fibiger, 
Bang, Roussy, Deelman, Murray and Woglom, Bloch and Dreyfus, 
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Roffo, Burchhardt and Miiller, Jordan, Leitch. Narat, in 1925, 
tried to effect many chemical irritants, and was able to produce 
cancer in certain strains of mice, similar to the coal-tar cancers 
produced by Yamagiwa and Itchikawa, by the appication of caustic 
potash and hydrochloric acid with which he was able to subject 
his animals to long continued chemical irritation without too 
seriously injuring the tissues and causing necrosis. 

These brief references to the fascinating field of scientific 
research are sufficient to warrant the conclusion that clinical and 
experimental evidence indisputably proves that tissue cells, at least 
in certain individuals and localities, may be excited to malignant 
growth by trauma or by the prolonged irritation of mechanical, 
bacterial, and chemical influences. 

From a practical standpoint this known law of the causation 
of cancer, though it does not completely solve the problem, is of 
the greatest value to the clinician in his combat with the disease. 
In many cases, notably in the accessible localities that are suscep- 
tible to cancer, the nature of the existing irritant definitely can be 
recognized, and its exclusion may reasonably be counted on 
permanently to prevent the disease or at least indefinitely to defer 
its occurrence. 


THE CURE OF CANCER. 

We come now to the third article of our thesis, namely, the 
cure of a cancer that is in a‘state of actual growth. It is a well- 
enough established fact that cancer is curable if all the cells that 
constitute the growth be extirpated or destroyed. The chief means 
of eradicating cancer are surgery and irradiation, each of which 
is a competent agent, provided the growth be accessible and 
sufficiently limited in extension. Curability, therefore, depends on 
early detection. Methods of diagnosis are accurate and, for 
accessible cancers, easy to apply. The case, then, appears simple, 
and it would be so were it not for the indifference of many members 
of the medical profession in regard to this vital subject. Every 
surgeon constantly sees cases of cancer grossly neglected which 
had given timely warning, and which might readily have been 
cured. But education of the laity and the profession is slow. For 
example, it is safe to say that go per cent. of intelligent people 
believe that pain is necessarily a first symptom of cancer. ‘‘If I 
have no pain [ cannot have a cancer’? rings continually in one’s 
vars. A general knowledge of the one simple fact of the painless- 
ness of early cancer would save thousands of lives annually. 

The movement for cancer education of the public is, however, 
becoming gradually organized in every civilized country and is 
already gaining momentum, We may safely predict that even if no 
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new practical knowledge is gained, our present means of combating 
cancer will, in a few years, be greatly fortified by the co-operation 
of a public well informed of its early symptoms and possibilities 
of cure. 














As regards the education of the profession in the early detection 
of cancerous processes, we are concerned specifically with the 
disease as it appears in the field of gynecology. It cannot be 
denied that preparatory gynecological training in medical school 
and hospital is lamentably neglected. To illustrate this point, 
it may be said that all genital cancers of women are accessible for 
diagnosis, either by inspection, palpation or biopsy. But the 
accessibility is relative, in that it depends on the technical training 
of the attending physician. Toa great number of practitioners the 
pelvic examination of female patients is a closed book. Many 
internists, some of them men of eminence, never attempt a 






































vaginal examination, while even the general surgeon is often 
indifferent to the importance of a proper technique in pelvic diag- 
nosis. Private offices and hospitals usually, and public hospitals 
frequently, are ill-equipped for gynaecological examinations. This 
widespread weakness in an important detail of phvsical diagnosis 
is traceable to a serious defect in medical education which, over- 
whelmed by the necessity of teaching the rapidly increasing 
new knowledge in the various branches of medical science, is 
compelled to relegate to a minor place the manual training in 
gynecology that is so necessary for a recognition of the early 
conditions that are leading to the increasing fatality of cancer in 
women. 









































A grave responsibility for the timely detection of precancerous 
and curable staves of pelvic cancer rests on the general practitioner, 
for it is he who usually has the first contact with the patient. Can 
there be any doubt that. if the medical student and hospital interne 
were as carefully trained in the vaginal touch and the manipulation 
of a few simple instruments as they are in chest examination and 
laboratory tests, an important beginning would be made in the 
fight for the control of cancer? Medical School and Hospital 
authorities cannot long avoid facing this serious educational 


problem. 
































SUMMARY. 

1. The essential or primary cause of cancer, that is to sav, the 
reason for neoplastic cell growth. is no longer in the realm of pure 
hypothesis. 











There is gratifving evidence that a right start has 
been made in the solution of this great problem. 

2. Animal experimentation seems to have established the 
doctrine of a heritable cancer susceptibility. 




















Cancer Problem in Gynecology 


233 
3. The secondary or exciting cause, i.e. the etiological factors, 
that stimulate cancer growth are many, but they exert their influ- 
ence for the most part and perhaps universally by a single agent, 
namely, irritation. Exclusion of the etiological 
reasonably be relied upon to prevent the disease. 

4. Cancer when first established is a local disease, and is 
curable if diagnosed and treated sufficiently early. 

5. The timely detection of cancer rests on the necessity of a 
widespread education of the public, and from the standpoint of 
gynecology, a more adequate preparatory training of the medical 
practitioner in pelvic examinations. 


factor may 


PART II 

We shall now attempt to illustrate the practical value of the 
modern knowledge of cancer by applying it to the treatment of 
cancers encountered in the department of Gynecology, and we 
shall confine our discussion to those forms of the disease most 
commonly met with, namely, cancer of the cervix and body of the 
uterus, cancer of the ovaries, and cancer of the vulva. 

In dealing with these subjects we shall devote our attention 
not to details of treatment of existing disease, but rather to the 
wider and even more important field of rational prophylaxis. 


CANCER OF THE CERVIX. 

Cancer of the cervix has had the reputation of being one of the 
most malignant and fatal types of the disease occurring in the 
human body. Yet it cannot be denied that there are in the 
case certain favourable factors which are not duly appreciated. A 
disease that is primarily accessible, one that has a tangible etiology, 
and a recognizable precancerous stage, one that is not only to a 
considerable extent preventable but in its early stages curable, 
should not be beyond the power of human control. 

For many years cancer of the cervix uteri and cancer of the lip 
and mouth were regarded as pathological curiosities in that thev 
presented an obvious traumatic causation. These two types, each 
with its positive etiological factor, undoubtedly served to stimulate 
the labours of those investigators who have at last succeeded in 
removing the irritation theory of cancer production from the realm 
of hypothesis to that of scientific fact. So firmly has this doctrine 
been established that in the case of any cancer we - now 
search instinctively for the irritating cause. Thus, whilst recogniz- 
ing that cervical cancer most commonly follows child-bed injury, 
we are led to inquire to what local causes such cancers in the 
nulliparous may be attributable. 
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The incidence of obstetrical lesions preceding cervical cancer 
is variously estimated to be from go to 98 per cent. In a series of 
538 cancers of the cervix, treated at the hospital with which the 
writer is associated, all but 50 had had children or abortions, a 
pregnancy incidence of 91 per cent. This great preponderance of 
the disease in obstetrically injured cervices suggests that in the 
nulliparous there may exist similar irritative conditions sufficient 
to induce a cancerous change in the tissues. 

The study of our 50 nulliparous cases was handicapped by 
incomplete observations, many of the patients having been treated 
when hospital records were meagre in the details in which we are 
now most interested. But the records, imperfect as they are, reveal 
in over 30 per cent. of the cases definite associated lesions of long- 
standing ulceration, of genital obstruction, such as partial or com- 
plete atresias, of extreme atrophy and of fibroids, With more 
enlightened observations this percentage would doubtless have been 
considerably greater, Still greater would it probably have been if 
accurate data could have been secured of early gonorrheceal 
infections of the cervix, or of those vaginal erosions that almost 
invariably result from a misplaced uterus. 

The average age incidence was 43 years, but nineteen women 
were over 50; only eleven were between 40 and 50, and twenty 
between 20 and 30. This frequency of the disease in comparatively 
young nullipare suggests the probability of a hereditary factor to 
which we shall later allude. 

That atrophy with its attendant strictures of the genital tract 
played an important réle is shown by the fact that 60 per cent. of 
the cases had had a natural or artificial menopause. 


TABLE OF NULLIPAROUS CASES, 
Cancer of the Cervix : Total Number. ... ws $38 
Nulliparous cases ... fies ee ‘uit mn a 







ANALYSIS OF 
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In the gross study of a cervical cancer that has not extended 
far enough to obliterate anatomical landmarks one finds certain 
typical characteristics. The picture is familiar. In the parous the 
cervix is usually lacerated, irregular, and scarred; the cervical lips 
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hypertrophied and everted ; the muco-cutaneous border exposed to 
traumatic friction from the vaginal walls with the production of 
erosions and heaping-up of granulation tissue. The parts are 
constantly, and for long periods of time, bathed in a discharge that 
is chemically changed and irritating as a result of stagnation and 
infection. In the atrophic and nulliparous type imperfect drainage 
is often present in some part of the genital canal, exemplified by 
stenosis of the cervix from ulceration, scar tissue, or atrophy, or 
by voluminous folds of the vagina, or by a scarred, unyielding 
perineum, or by an obstructing, rigid hymen. 

These abnormal changes present a very complete analogy to the 
agencies artificially employed by the research worker to produce 
cancer in animals. Such cancers are variously produced by the 
long-continued irritation of chemicals or of viscous substances, 
especially tar, or of constant mild trauma or of pressure. Moreover, 
exposed granulating areas and scars have been shown to favour 
artificial cancer. Thus, in the chronic changes that follow a trau- 
matized cervix are found all the elements favourable for carrying 
out in the human being an experiment of cancer production. 

Even in the disputed field of experimental research on the 
heritability of cancer we recognize significant analogies. Why is 
it that many patients with lacerated and ulcerated cervices never 
develop cancer? Why, on the other hand, do a few develon it 
soon after the primary injury, and why do young nullipara, with 
little or no observable irritative changes, occasionally develop an 
apparently spontaneous growth? It is difficult to answer these 
questions on any other ground than that of inherited susceptibility. 
Artificial cancer is more easily and quickly produced in animals 
with a known cancer inheritance than in the non-cancerous. If it 
be admitted that the inheritance factor proved in mice exists in all 
probability in other members of the vertebrate family, we have here 
an important practical stimulus to an early prophylactic treatment 
that may serve to forestall the hereditary tendency. 

In attempting to formulate an organized plan of prophylaxis, the 
question at once arises whether preventive treatment of the cervix 
really prevents the disease, or whether we are deluded by the notion 
that it ought to do so. Since there is in the literature only meagre 
testimony on this point, while an accurate scientific test would 
require years to elaborate, the answer to the question is necessarily 
imperfect. In order to gain first-hand information on the subject, 
we have studied the histories in the series of 538 cases mentioned 
above and found that only 12 patients, or 2 per cent. of the whole 
number, had had a previous repair of the cervix. As some of 
these 12 histories dated back many vears, or had had repair opera- 
tions in hospitals other than our own, certain data were lacking, 
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nevertheless, some important facts were discovered. In two of 
the cases, a re-examination of the specimens of cervical tissue 
revealed that cancer had existed at the time of the repair operation 
and had been overlooked by the pathologist. In one case in which 
there was no pathological record the symptoms of cancer ensued 
so soon after the repair operation as to make it probable that the 
disease existed at that time. If, then, we exclude these three cases 
of already existing cancer, there are left only nine which developed 
cancer after cervical repair, and, in most of these, early pathological 
records were lacking. 

Approaching the subject from another angle, we have studied 
the hospital histories of 4,815 cervical repairs, including the 
operations of trachelorrhaphy, amputation and cauterization, and 
were able to find seven cases that later developed cancer, In three 
cases (including the two mentioned above) the pathologist had 
overlooked a cancer in the tissue removed by a trachelorrhaphy. 
In two cases it could be shown that the plastic operation, injudi- 
ciously performed, had resulted in extreme obstructing stenoses 
of the upper vagina and cervix, conditions which probably play 
an important part in the production of genital cancer. 

We have, then, out of nearly 5,000 cases of cervical repair, the 
records of only four that developed a cancer later, and in two of 


these the disease was conceivably encouraged by an_ unskilful 
operation, or at least might have been prevented by a skilful one. 
These figures do not, of course, represent the actual incidence 
of cancer following our repair operations, since in so large a series 
covering so many years, cases must have occurred of which we 
have no knowledge. But it may be said that our hospital has 
always had exceptional advantages in keeping track of its post- 


operative patients. After making allowance for unknown cases, 
we feel certain that the percentage of later cancer occurrence would 
still be small. It cannot be claimed that our figures constitute 
a scientific proof of the prevention of cervical cancer by repair, 
since it is impossible to gather a series of control cases for com- 
parison. Neverthless, they are of value in supporting the belie! 
generally held, and now rationalized by science, that timely 
reparative Operations insure an effective, though not a_ perfect 
prophylaxis against cancer. It is, indeed, our personal beliet 
that the parous woman whose child-bed injuries have been wisely 
and skilfully repaired has at least an even chance with her nulli- 
parous sister of avoiding the later development of a cervical cancer. 

The discovery in our series that in three cases an existing 
cancer was missed during the routine examination of tissues 
removed during a cervical repair, teems with warning lessons, It 
shows that the early, cancerous cell-changes to which Eden, among 
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others, has called our attention are too little appreciated by the aver- 
age pathologist. Furthermore, it is a significant fact that in these 
three cases symptoms of disease did not appear until three and 
four years after the cervical repair. Since the tissue removed 
consisted only of a denudation of the angle of laceration and cannot 
be regarded in any sense as of therapeutic value, it must be con- 
cluded that the incubation period of cervical cancer is far longer 
than is generally supposed. Here, then, is another imperative 
warning to us to give accurate and timely attention to the injured 
cervix. 

The discovery of these fatal mistakes on the part of the patho- 
logist emphasizes the importance not only of a routine examination 
of tissues removed during cervical repair, but also of the most 
careful and expert diagnosis of these tissues. In justice to our 
pathological department it should be added that not a few cases 
of unsuspected cancer have been detected by our system of routine 
examination which has been maintained for twenty-six years, and 
several lives have been saved by timely treatment. 

In laying out a plan of preventive gynecological treatment of 
the cervix, it is not the purpose of this paper to discuss technical 
methods, but rather to emphasize certain fundamental principles 
which the operator should observe. 


To recapitulate: the prime factors that enter into a dangerous 
chronic irritation of the cervix are eversion and erosion of the muco- 
cutaneous border of the cervical lips, a stagnant and infected 
leucorrheal discharge, malposition of the cervix that encourages 
abnormal friction, and incomplete drainage of some part of the 
genital canal. 


Eversion of the cervical lips with exposure of the mucous 
membrane is corrected by a trachelorrhaphy or by some form of 
complete or incomplete amputation operation. Since the rational 
object of the operation is not the complete removal of tissue that 
might later become malignant (in this case an impractible task), 
but rather its restoration to normal form and function, we advocate 
repair in preference to amputation, excepting when the cervix ts 
elongated as in procidentia. The leucorrheal discharge, if not of 
a specific nature, is usually corrected by a skilful tracheloplasty 
that results in a normally-formed cervix with good drainage. The 
malposed cervix that impinges on the traumatizing anterior wall 
of the vagina will become eroded and hypertrophied again, tt i 
is not made to point toward the posterior fornix, by means of 
a proper suspension of the uterus. Impertect: drainage of the 
genital canal in whatever form it appears must be corrected. But 
more than this, throughout the performance of the entire plastic 
operation, including the usual vaginal and perineal repair, the 
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possibilities of post-operative impairment of drainage by obstruct- 
ing stenoses must continually be borne in mind. Unskilled and 
ill-advised surgery of these parts is usually manifested by scarred 
and immobilized tissues, the evil effects of which may not appear 
until years after the operation, when they serve to exaggerate the 
natural dangers of post-climacteric genital atrophy, Thomas Addis 
Emmet, the father of gynecological plastic surgery, expressed 
in his monograph, written 75 years ago, the principle of good 
drainage when he insisted that the cervical and perineal outlets 
should be left funnel- or trumpet-shaped. 

But prophylaxis against later malignant change should date 
further back than the incidental repair of damaged cervices as they 
appear in the clinic. Research workers in the artificial production of 
cancer all emphasize the fact that to make the experiment success- 
ful, the cancer-producing agent must be applied over an extended 
period of time. Moreover, Archibald Leitch has made the impor- 
tant observation that the cancer may appear at a considerable time 
after the cessation of the irritant. Hence, if we admit the analogy 
between cervical and experimental cancer, our repair in neglected 
cases may be too late, even if the demonstrable malignant change in 
the cells had not yet taken place. We have, then, a scientific basis 
for advocating not only the repair of cervical lesions in general, 
but their timely repair in particular. By timely repair is meant 
the proper treatment of the damaged cervix before it has had time 
to develop those changes, the long-continued irritation from which 
may eventually produce a cancer. At just what interval after 
labour the routine repair of the cervix should be done is a matter 
for the individual choice of the obstetrician. 


CANCER OF THE UTERINE Bopy. 

In the attempt to apply modern experimental knowledge to the 
etiology and prophylaxis of cancer of the corpus uteri, the problem 
is, at first sight, less well-defined than in cancer of the cervix. Until 
a comparatively recent period we had been accustomed to regard 
cancer of the uterine body in the light of a spontaneous manifesta- 
tion of the disease, in contrast to cervical cancer, in which there 
usually exists a positive etiological factor. A search for some 
tangible irritative process in body cancer, not associated with 
fibroids, has recalled a number of cases seen in the past which 
presented features hitherto unexplained. The following cases are 
illustrative : 

In cases I and II (see illustrations), endometrial carcinoma had 
developed on the wall of a hydrometra caused by a complete cervical 
atresia that must long have antedated the cancerous growth. Here 
we had a pent-up secretion chemically changed and exerting pres- 
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sure and irritation for years on epithelium of low differentiation and 
natural tendency to heap up into papillomatous masses. In the 
light of scientific research can we doubt the possibility or even 
the probability in these cases that the undrained secretions had 
a causative influence in producing the neoplastic change of the 
epithelial lining? Montrose Burrows, in exploiting his vitamin 
imbalance theory, significantly likens a cancerous growth to that 
of certain unicellular organisms which flourish luxuriantly in 
stagnant pools, but not in running streams. 

In case III, the menstrual drainage had taken place through 
the pinhole opening of an occluding vaginal membrane formed by 
atresia occurring in childhood. The irritating discharge was 
obviously the cause of an early leukoplakia, itself a precancerous 
stage. A few years after an operation performed for establishing 
yaginal drainage, the patient developed a carcinoma of the uterine 
body. Although the possibility of coincidence cannot be ruled out 
in this case, nevertheless, it is not unreasonable to assume that the 
foul, stagnant secretions, long peni-up in the upper vagina, were 
a causative factor in stimulating the cancerous growth of the 
endometrium. The later development of the cancer, notwithstand- 
ing the establishment of vaginal drainage, may be accounted for 
on the basis of Leitch’s experiments which showed that a tissue 
properly irritated may become malignant at a considerable period 
after the cessation of the irritant. 

Cases IV and V are of the nature of ‘‘control experiments.”’ 
They illustrate the probability that gynatresia may play an 
important réle not only in the causation of endometrial cancer, 
but also in that of the endocervix, portio vaginalis, vagina, and 
even the vulva. The foregoing are not isolated cases, but simply 
striking examples of the frequent association of cancer with some 
form of genital stenosis. We were formerly under the impression 
that the strictures were in some vague way, the result of the 
cancerous tendency of the tissues. In the light of modern experi- 
mentation we are now firmly convinced that they precede the 
cancerous change and are a definite etiological factor in its 
production. 

The theory that cancer of the body of the uterus is due chiefly to 
imperfect genital drainage explains the fact that it appears usually 
after the constricting atrophic changes of the menopause have taken 
place. It also explains the greater incidence in nulliparous women 
since in them genital atrophy is more likely to produce obstructing 
contractures. 

We have, then, a basis for prophylactic treatment of cancer of 
the body as clearly defined as that of cancer of the cervix. 
A new campaign must be instituted in the treatment of 
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women approaching the menopause. Ideally, all women at that 
time should submit to an examination directed not alone to the 
detection of a possible existing disease, but to a search for the 
presence of stenoses from genital atrophy, plastic vaginitis, 
contracting obstetrical or post-operative scars and rigid hymens. 
The technical surgical treatment of these conditions cannot be 
included in this paper. Suffice it to say that a field of gynzeco- 
logical surgery regarded by the general surgeon as petty and 
unimportant, overlooked by the general practitioner, and neglected 
by the gynecologist himself, possibly assumes a_ significance 
pregnant with possibilities of preventing the atrophic cancers of 
old age. 


OVARIAN CANCER. 

Cancer of the ovaries, like that of the uterine body, has seemed 
to represent a type of spontaneous growth. But here again the 
lessons of modern research provide ground for a rational theory 
of their causation. 

It is generally accepted that the great majority of ovarian cancers 
represent a malignant change in the lining epithelium of cysts 
that have for a long period been histologically benign. And of 
the cysts that become malignant, the serous cystadenomata greatly 
predominate. In a recent series studied by us of 40 serous and 40 
pseudo-mucinous cystomata, 42 per cent. of the former, and only 
2 per cent of the latter were found to be malignant. Dermoid cysts 
seldom, and retention cysts very rarely, become cancerous. Choco- 
late, or endometrial, tumours, as Sampson has recently shown, 
become malignant with probably greater frequency than we have 
appreciated. 

The malignant serous cystadenoma presents many analogies 
to the carcinomatous hydrometra cases above described. The 
lining epithelium, derived as it probably is from the germinal 
epithelium of the ovary, is closely related in its ancestry to the 
endometrium, and is similar to it in its habits of growth. It is 
not highly differentiated, possesses the inclination to ciliation, 
has the same tendency to heaping-up and stagnation when under 
pressure, and metastasizes by seed implantation. The chief age 
incidence of malignancy is approximately the same as that of endo- 
metrial cancer. The epithelial lining of the cyst is subjected to 
years of pressure, and to an irritating fluid content that becomes 
chemically changed as the growth of the tumour gradually impairs 
the integrity of its own blood supply. 

Why then, it will be asked, do not the other cyst-types of the 
ovary exhibit the same tendency to malignancy? Still reasoning 
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from the lessons of research, it may be said that the lining cells 
of the pseudo-mucinous cysts are more highly differentiated and 
are engaged in a well-detined pseudo-physiological function. They 
are, therefore, under greater restraint and less likely to assume an 
autonomous, independent growth. Dermoid cysts are devoid of 
an epithelial lining and are therefore, for the most part, immune, 
their cellular elements also being occupied in the formation of 
highly differentiated structures. Simple retention cysts soon lose 
their epithelial lining from pressure destruction and rarely, there- 
fore, become even papillomatous. Malignant degeneration of 
ovarian endometriomata presents a perfect analogy to the body 
cancer of an undrained uterus. 

The above explanation is admittedly theoretical. It is based 
on the belief that the malignancy of most cancers of ovarian cysts 
is acquired and not primary, a belief that is not absolutely proved. 
Nevertheless, whether it be true or not, it has the practical merit 
of a working basis and of stimulating the practitioner to an 
appreciation of the necessity of early detection and removal of 
ovarian growths. 


CANCER OF THE VULVA, 

The irritation theory of cancer causation may also be applied 
to vulval cancer. In the non-atrophic forms of the disease we find 
such pre-existing irritative influences, as the ulcerations of lupus 
and tertiary syphilis, the papillomatous excrescences of venereal 
warts, elephantiasis-like hypertrophies resulting from syphilis and 
tropical parasites, the phagedenic ulcers of esthioméne, and the 
intractable leucorrheas of endocervical origin. More commonly, 
however, vulval cancer occurs during the age of senile atrophy. 
There is in the majority of cases, as Berkeley and Bonney have 
pointed out, a long history of leukoplakia and pruritus with 
gradual, often multiple, malignant change in the superficial 
epithelium. The picture is characteristic and significant. Asso- 
ciated with and preceding these lesions, extreme genital atrophy 
or partial gynatresia from various causes are too often found 
to escape the suspicion of being causative agencies. That the 
ultimate development of a cancer might have been prevented by 
timely surgery is perhaps difficult to prove. But we do know 
that pruritus resulting from the chemical irritation of obstructed 
drainage may often be cured by operation and that leukoplakic 
conditions when completely resected often do not recur, especially 
if proper drainage has been established. It is a reasonable conclu- 
sion that these measures if taken in time, will, by removing the 
cause of irritation, prevent the later development of a vulval cancer. 
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CONCLUSIONS. 

1. In the light of modern knowledge, the struggle for the 
control of cervical cancer must be directed not alone to measures 
for the cure of existing disease but pre-eminently to a systematic 
prevention of those irritative conditions, the long-continued 
action of which lead to cancer. 

2. There is clinical evidence that cancer of the uterine body 
is stimulated by imperfect genital drainage. Theoretically, many 
such cancers may be prevented by a surgical prophylaxis, that 
insures proper drainage of the parts. 

3. There is theoretical and clinical evidence that the cancerous 
change of most malignant ovarian cvstomata is a late development 
in tumours originally benign, and that it is produced by the 
pressure and chemical irritation of the pent-up contents. 

4. Cancer of the vulva may be stimulated by irritating 
secretions that are produced by gynatresic, ulcerative, or inflam- 
matory processes higher up in the genital tract. 

5. The practical deductions, in this paper, from scientific 
research, are presented with the hope of influencing the Gyne- 
cologist to think-continually in terms of cancer potentiality, and 
to be guided thereby in the details of his surgical technique. 
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CasE I. Miss M. —, Age 62. Had never menstruated. Seen first in 
May, 1917. Diagnosis: Spherical fibroid of uterus. Operation, supra- 
vaginal hysterectomy. Cervix found completely obliterated. Pathological 
examination revealed large hydrometra with numerous papillomata growing 
from the endometrium. Diagnosis: adenocarcinoma. Patient not seen 
after discharge from hospital, died within a year after operation from 
probable general carcinomatosis of abdominal cavity. 
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. Age 66. Four children. Menstrual life and meno- 
13, 1924. Diagnosis: Ovarian cyst. 
B. Sheehan. Hysterectomy with 

Pathological examina- 


Case IT. Mrs. F. 
pause normal. Seen first October 
Operation, November 12, 1924. Dr. FE. 
coring-out of the cervix for enormous cystic uterus. 
tion, obliterated cervix, pyometra with walls lined with fungating necrotic 
growth. Diagnosis: Adenocarcinoma, Patient now living and well, 





Journal of Obstetrics and Gynecology 


{ haemato- 
4 APMO -COlpos 









































| 


























alxesia 
of VAQIMA 




















“XeQuross 
vulvae 


CasE III. Mrs. A. A—, Age 45. Married 23 years. No pregnancies. 
Seen first in July, 1907. History of childhood, vaginal atresia, incised at 
age of puberty. Since then constant foul discharge. Coition incomplete. 
Pruritus vulvee. Examination showed marked leucoplakia with glueing 
of labia; atresia of vagina, middle and lower third with pin-hole opening. 
Operation, July, 1907. Complete exsection of obstructing vaginal mem- 
brane. Uterine curettings negative. Operation, April, 1gog. Complete 
vulvectomy for leucoplakia. Operation, 1912, by Dr. Henry T. Hutchins, 
panhysterectomy for carly adenocarcinoma of fundus. Patient still living. 
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CasE IV. Mrs. E. M. G—, Age 47. Seven children; three abortions. 
Seen first in October, 1916. Diagnosis: General prolapse. Operation, 
general reconstruction including repair of cervix, and plastic operations 
on the relaxed vagina. Seen again in October, 1921. Atresia of the upper 
vagina and cervix. Specimen from cervix showed early adenocarcinoma 
Patient did not return for treatment. Death about one year later 
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Cask V. Miss C. C—, Age 55. Never married. Seen first in June, 1923. 
History of blood-stained, watery discharge for four weeks. Examination 
showed marked general atrophy. The vaginal outlet was obstructed by a 
tight, cicatricial hymen. The cervical canal was obstructed by a cervical 
polyp. The posterior lip of the cervix and the upper vagina were the 
seat of a squamous-cell carcinoma which invaded both parametrial and 
the pararectal tissues, Treatment by radirm. Death one year later. 






































The Dosage and Action of Pituitary Extract and of the 
Ergot Alkaloids on the Uterus in Labour, with 
a note on the Action of Adrenalin.* 


By ALEcCK Bourng, B.A., M.B., B.Ch., Cantab., F.R.C.S., Eng. 

Obstetric Surgeon, Out-patients St. Mary’s Hospital; Senior 
Obstetric Surgeon, Queen Charlotle’s Hospital; Surgeon, 
Out-patients Samaritan Hospital. 


and J. H. Burn, M.D. 


Director of the Pharmacological Laboratories, Pharmaceutical 
Society of Greal Britain. 


INTRODUCTION. 

EFFORTS to record the changes taking place in the human uterus 
during parturition have already been made by several observers. 
The earliest record we have found is that of Schatz! who, in 1872, 
used an apparatus similar in principle to the one described in 
this paper, in order to calculate the force exerted within the uterus 
during the different stages of labour. His records of the pressure 
changes resemble ours in their general character. Polaillon,? 
using a rubber air balloon inserted just inside the anterior lip of 
the cervix, was less successful than Schatz. Westermark*? made 
an exhaustive study of the height to which the pressure rose within 
the uterus, but did not record the changes continuously. 

The first observer to demonstrate changes in the behaviour 
of the uterus produced by the action of different therapeutic 
agents appear to have been Riibsamen* whose observations were 
published in 1913, and whose method was published in 1920.° 
He departed from the procedure of the previous observers by using 
a device applied externally to the abdominal wall covering the 
uterus, and by its aid recorded the effect of injections of pituitary 
extract, of preparations of ergot and of quinine. Almost all his 
observations were made after delivery had taken place, though 
he gives one record of the effect of pituitary extract administered 
in the second stage of labour. His observations consist merely 
of demonstrations that pituitary extract and preparations of ergot 


*Read before the Sixth British Congress of Obstetrics and Gynecology, 
Manchester, England, April, 1927. 
F 
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produce a striking effect on uterine contraction. From the results 
in his second paper he concludes that quinine has no value for 
initiating labour pains, but that once these have begun, the 
administration of quinine increases their force and frequency. 

In the present paper we describe the investigation of two main 
questions. The first of these concerns the use of pituitary extract 
in labour, and the second the therapeutic action of the different 

physiologically active substances present in ergot. 

It, has been recognized for many vears that while pituitary 
extract is of valuable assistance in midwifery, there is a_ real 
element of danger in its indiscriminate use. Reports from time 
to time of serious accidents such as lacerations of the cervix and 
perineum and even rupture of the uterus have alarmed teachers 
of obstetrics, with the result that there is a tendency on their part 
to regard the use of pituitary extract before the birth of the child 
(and placenta) as highly dangerous. 

A fatal case of rupture of the uterus in the practice of one 
of us (A.W.B.) made a strong impression at the time, but this and 
the later experience of others led us to ask whether so useful, 
though potentially dangerous, a principle might not be investi- 
gated by exact methods in order to determine the relation of activity 
and individual tolerance to the dosage. As we were dealing with 
an agent already present in the body it seemed unlikely that there 
would be any inherent danger in its administration, but that ill 
effects would occur chiefly from excessive doses and possibly also 
from injection made too early in labour. 

The problem, therefore, was to find whether the minimum 
effective dose was without danger at any given stage of labour. 

A primary difficulty was the variability in the activity of 
different samples of pituitary extract. but an important step 
towards obtaining uniformity among different samples of pituitary 
extract was taken in September 1925, by an International Con- 
ference convened by the League of Nations at Geneva under the 
Chairmanship of Dr. Il. H. Dale. The Conference recommended 
that a common standard of reference should be adopted by all 
countries, and that the streneth of all preparations should be 
stated in units, one unit being defined as the amount of activity 
present in 0.5 mgm. of the standard. This recommendation has 
been viven effect by several manufacturers in this country already, 
and after August 1927 it will be legally binding upon all. 

The question of determining the dosage of pituitary effect 
appropriate to a particular condition has, therefore, been greatly 
simplified in that since September 1925 a common basis of measure- 
ment has existed. We may point out that in so far as thev are 
labelled in units most preparations of pituitary extract at the present 
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time contain ten units per cubic centimetre. After August, all 
preparations of pituitary extract will be labelled in units, and in 
order to give a particular number of units the practitioner must 
measure the appropriate number of minims. Thus a dose of two 
units is contained in 3.5 minims (or 0.2 cc.) of a preparation which 
contains ten units per cc. 


METHODs. 

We have introduced into the uterus a rubber bag (see Fig. 1) 
in the form of a hollow disc 13 inches in diameter. This was 
attached to the end of a gum-elastic catheter, 12 inches long. 
Inside the catheter was a stout iron wire bent inside the rubber 
bag into a ring, so that the bag could not fold over when being 
inserted into the uterus. To the other end of the catheter was 
attached a piece of rubber pressure tubing, 12 feet long, and this 
in turn was connected to an ordinary mercury manometer. The 
variations in the level of the mercury were recorded by a float 
bearing a celluloid flag, on the end of which was an ink writing 
point. This point made contact with the surface of a clockwork 
drum, 12 inches in diameter, which was driven so as to rotate once 
in three hours. The drum was purchased from Messrs, C. F. 


Palmer Ltd. (see Fig. 2). Its rate was controlled by marking the 
drum at ten minute intervals. 


On the course of the length of pressure tubing, two glass T 
pieces were inserted. One of these, near the manometer, led by 
a rubber connexion to the bottom of a water reservoir. Through 
the cork in the top of the reservoir a glass tube was connected to 
a hand bellows. With the aid of the bellows an air pressure could 
be created above the water, so that the water entered the length of 
rubber tubing and displaced all air. Before observations began, 
the tube connecting the T piece to the reservoir was clamped. The 
second T piece was inserted near the junction of the tube with the 
catheter. The spare limb of the T piece carried a short piece of 
pressure tubing with a spring clip, as shown in Fig. 1. 

The Preparation of the Bag. 

The bag, catheter and glass T piece and clip were immersed. in 
10 per cent. formalin in a catheter tray at all times when they were 
not in use. Before use, they were placed in sterile water. One of 
us (A. W. B.), having donned gloves and gown, then connected 
the pieces as shown in Fig. 1, and held them while the othet 
attached the long length of rubber tube. After protecting the 
catheter and bag with a sterile towel, all air was expelled from the 
bay by alternately distending the bag with water forced in from 
the reservoir, and then expelling the contents through the T piece 
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by pressing on the bag. When air was thus removed, the pressure 
inside the bag was reduced until the mercury was at the same level 
in both limbs of the manometer. The bag was then ready to be 
inserted. 


Preparation of the Patient. 

The patient was anesthetized, usually with gas and oxygen, 
but sometimes with chloroform. When anesthetized, the patient 
was placed in the lithotomy position, and her vaginal canal was 
swabbed with iodine. 


Introduction of the Bag. 

A duck-bill speculum was placed in the vagina in order to allow 
the bag to be inserted into the uterus without any contact with the 
vulva or vaginal wall. The bag was then insinuated between the 
right edge of the os and the membranes (or vertex) and gently 
pushed up along the right postero-lateral wall of the uterus. In no 
case was there any difficulty or force required in pushing the bag 
about eight inches above the os, and never was any hzemorrhage 
caused by the detachment of the placenta. In three cases the bag was 
kept in the uterine cavity after the birth of both the child and 
the placenta. 


The Dosage of Pituitary Extract before Delivery. 


We have used different commercial pituitary extracts, the 
strength of which has been carefully determined in units by com- 
paring with the international standard in the usual way. The 
patients were for the most part primigravidze, and observation 
began during the first stage of labour. In two instances obser- 
vations were made upon multiparous parents. Sudden changes in 
the degree of activity of the multiparous uterus may take place after 
the insertion of the bag, so that observations on the effect of injected 
substances may be misleading. 

After the bag has been introduced and a record begun, we have 
watched the succession of uterine contractions during a period from 
45 to 60 minutes. During the first 15 or 20 minutes there was 
usually an increase in contraction due, in part, to the stimulant 
effect of the bag, and in part to the passing away of the inhibitory 
effect of the anzesthetic, as the last traces were exhaled. 

The tracings of the contractions then remained approxi- 
mately regular in size during the next 30 to 4o minutes before the 
pituitary extract was injected. It was found that the hypodermic 
injection of water only was without effect. 

We began by choosing what we considered would be found to 
be the smallest effective dose, namely two units. This is contained 
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in one-fifth of one cc. of the principal extracts sold at present. We 
found that in some patients this produced a very striking increase 
in uterine action, as large indeed as it would seem desirable for 
an increase ever to be. We, therefore, restricted our attention, so 
far as the first and second stages of labour were concerned, to the 
effect of this dose in 13 different patients. The variation in the 
increase in uterine action produced was considerable, but in all 
the increase was manifest. We give first the details of two patients 
in whom the greatest results followed the injection of two units. 

Case 5. The patient was a primigravida, who had been in 
labour some hours. The bag was inserted when the os was half 
dilated, the patient being under chloroform anzesthesia. The 
membranes were ruptured at the time of insertion of the bag. 
Figure 3 shows a record of the uterine contractions for 55 minutes, 
during which they did not appreciably alter in rate or force. At 
this point two units were injected into the patient’s buttock ; four 
minutes later stronger pains began, and in 29 minutes contractions 
were recorded which we have learnt to regard as characteristic 
of the second stage of labour. In these the rise of pressure inside 
the uterus is doubled by the force of the abdominal muscles, though 
this additional force is not sustained, but rises and falls rapidly. 
When the second stage had proceeded for 50 minutes, the head of 
the child was seen to be presenting at the vulva, and the bag was 
withdrawn. Before the injection of the pituitary extract the maxi- 
mum pressure recorded within the uterus was 62 mm. mercury ; 
after the injection during the completion of the first stage, the 
pressure rose to g8 mm. and in the second stage to 200 mm. 

Case 6. The patient was a primipara who had been in labour 
six hours. When the bag was inserted the os was dilated so 
as to admit two fingers, the patient being under chloroform. The 
membranes were not ruptured. Figure 4 shows the tracing 
beginning at a point 25 minutes after the insertion of the bag. 
After a record had been taken for 65 minutes two units were injected 
into the buttock. Increased uterine pressure was seen in two 
minutes when there was a rise to a height of 74 mm. mercury. 
Full relaxation did not follow for 30 minutes. The perineum was 
bulging 55 minutes later, and the membranes ruptured ; after seven 
minutes more the bag was withdrawn, the os being fully dilated, and 
the head almost on the perineum. 

In both these patients, as evidenced by the progress of the 
labour as well as by the record, there was as large an effect follow- 
ing the injection of two units as seemed desirable. By way of 
contrast, two others may now be considered in whom the effect 
on the record and on the progress of labour of the same dose was 
relatively small. 
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Case 20. The patient was a primipara, aged 37, who had been 
in labour a few hours. The bag was inserted under anzsthesia 
with gas and oxygen pains having ceased. The os was dilated to 
the size of a two shilling piece. The introduction of the bag gave 
rise to some uterine contractions, the records of which are shown in 
Fig. 5, recorded for 41 minutes. At this point two units were 
injected, producing an increase which was manifest for 60 minutes, 
but which had no obviously useful effect in shortening the labour, 
since examination one hour after the injection revealed no 
further dilatation of the os. Five minutes later, a further injection 
of three units was given and increase of the frequency of the con- 
tractions again occured. One hour later the os was found to have 
dilated to rather more than the size of a five shilling piece. 


Case 21. The patient was a primipara, aged 23, who had been 
in labour eight hours. The bag was inserted when the os was 
dilated to the size of a half-crown piece, the patient being anzesthe- 
tized with gas and oxygen. The head of the child. was high up. 
The membranes were intact. A record of the contractions was 
taken for one hour, and appears in Fig. 6. At this point two units 
were injected. 

After 47 minutes an examination showed that the os had dilated 
to a size somewhat greater than that of a five shilling piece, but 
the head was now low down, being about three inches from the 
vulva. 

While it is true that in these two patients there was an appre- 
ciable increase in the force of the uterine contractions following 
the injection of two units, it was impossible to say, with confidence, 
that labour was materially shortened. 

The four cases, given in detail above, include the extreme 
effects which we have observed to follow the injection of two units 
in 11 primigravide. 


Extent of increase produced. 

Since the rise of the writing point on the drum was propor- 
tional to the rise of pressure inside the uterus, and since the drum 
was moving at-a known rate, the area described by the writing 
‘point above the line of zero pressure was proportional to the work 
done by the uterus. We are greatly indebted to Dr. Matthew 
Young, of the National Institute for Medical Research, for deter- 
mining for us with a planimeter the area enclosed by our curves. 
From. the figures supplied by Dr. Young we have been able to 
caleulate the percentage increase of work done per minute follow- 
ing the injection of two-units in ten of our cases. These are given 
in Table 1. 





Dosage and Action of Pituitary [Extract 


TABLE I. 


Percentage Increase 
of Work per Minute. 
5. Primigravida 2 units 392 per cent. 
315 
115 
209 
108 
20. 37 
$4 112 


23. 


62 


9 
). Multipara 253 
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The percentage increase of work per minute has been calculated 
from the work done in periods varying from 30 to 60 minutes both 
before and after the injection, and therefore represents more than 
the immediate increase of work. The increase determined in this way 
varied from 37 to 392 per cent., with an average figure of 169 per 
cent. Thus, on the average, the work done per minute was rather 
more than two and a half times as great after the injection as before. 


Clinical Effects of Pituitary Extract. 

1. The comparatively small dose of two units is sufficient in 
the majority of women in labour to produce a definite and some- 
times striking effect on the strength and frequency of uterine 
contractions. In most instances the eflect persisted for the whole 
period of observation, but in others it began to subside after one 
hour. Even in these cases in which the effect subsided there 
remained an increased intensity of labour, indicated by the greater 
frequency and regularity of uterine contractions, which materially 
assisted progress. Our records show that in some women the 
earlier phases of Jabour are characterized by uterine contractions 
which are irregular both in force and frequency with very slow pro- 
gress in dilatation. In these patients a small dose of pituitary 
extract seems to have a valuable effect, not so much in providing 
a powerful stimulus to strong expulsive uterine contractions, but in 
regularizing such contractions, and perhaps in producing co- 
ordination between the fundal contraction and the cervical inhibiti- 
tion or relaxation. 

2. Examination of the tracings reveals the fact that the effect 
produced by the injection was of two kinds. In some the uterus 
passed into a mild tonic contraction, with superimposed waves of 
rhythmic contraction. In others there was only an increase in the 
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force and frequency of the uterine contractions, the intermediate 
relaxation being complete. Out of eleven primigravide tonic 
contraction of the uterus was seen in five, and it was not seen in 
either of two multipares. It was most obvious in Case 6 (Fig. 4). 
The durations of the tonic contraction are given in Table II. 


TABLE II. 














Case Dose Duration of prolonged 
Contraction 
6 2 units 30 minutes 
7 1.5 ” 20 ” 
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On general considerations it may be doubted whether tonic 
contraction of the uterus is of use in producing dilatation o: the 
cervix, for though the sustained increase of intra-uterine pressure 
indicates the performance of a great amount of work, yet the 
expulsive force is countered by an obstruction caused by spasmodic 
contraction of the cervix or lower uterine segment, so that during 
tonic contraction there is an abolition of the normal co-ordinated 
polarity between the upper and lower uterine segments. 

Our records show that it was in cases in which the os was not 
dilated more than enough to admit two fingers that the injection 
most often produced tonic contraction, and that in these, with 
the exception of Case 6 (Fig. 4), the injection did not produce 
rapid increase of dilatation. In Case 18, in which a tonic con- 
traction was observed although the os was fully dilated, the 
injection did not advance the descent of the head, and here again 
there was evidence of obstruction owing to its incomplete flexion. 

There were eight patients in whom the administration of two 
units was followed by simple augmentation of force and rate of 
uterine contraction, the relaxation between each contraction being 
complete. 


























The diameter of the os at the time of injection was less than 
two inches in two of these, while in the other six the os was more 
than half dilated. In one of the former cases the injection produced 
fairly rapid increase in dilatation of the cervix; in the other (Case 
20, Fig. 5) the injection was made at a time when the uterus was 
contracting feebly and infrequently. Here the smallest effect of 
all was recorded. 
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In the remaining cases the injection was made when the os 
was already at least half dilated. In two multiparous patients 
the injection of two units was followed by delivery of the child 
within 30 minutes. In a third patient, a primipara, (Case 5 Fig. 3) 
that which is perhaps an ideal illustration of the augmentor effect 
of a small dose of pituitary extract was seen; before the injection 
the pains were small, and, 80 minutes after, the head was present- 
ing at the vulva. Ina fourth, although the effect seen in the record 
did not appear large, there was rapid descent of the head. Finally, 
in cases 8 and 10 the injection was made early in the second stage 
of labour; in both of these, the main effect of the injection was to 
convert the uterine contractions which were alternately strong and 
weak into a much more rapid series of contractions of uniform and 
powerful character. A leakage at the junction of the catheter and 
the rubber tube interrupted the continued observation of these 
patients, and we have no details of the progress made. 

The Usefulness of Two Units. 

It is perhaps unwise to base a final judgement of the usefulness 
of two units on a survey of only 13 cases. The evidence shows 
that the injection produced the greatest desirable acceleration of 
labour in four patients (Cases 5, 6, 9, 11), and we believe that the 
injection produced material acceleration in three others. (Cases 8, 
10 and 23). in the remaining six patients there was no evidence of 
acceleration. 

A consideration of tie different effects shows that the least 
advantage is obtained when the injection is made too early in the 
first stage of labour. Lf the os is not about half dilated, little action 
follows, and the character of any action there is may be tonic 
rather than rhythmic. 

We are of opinion that valuable application of a dose of two 
units can be made in cases in which labour is prolonged owing to 
sluggish pains provided that in primiparz dilatation is nearing 
completion. It seems probable that in multiparze the onset and 
completion of the second stage can be hastened even earlier, but 
we have evidence of two cases only. . 


The Effect of Repeated Injections. 

There has been no study of this point, but a short reference 
tO two instances may be made. In one the injection of two units 
was repeated after 5g minutes. The first injection had 
produced a conspicuous increase in the uterine contractions, while 
the second was without obvious effect. Estimation of the area 
of the curve showed, however, that this injection produced an 
increase of work amounting to 36 per cent. In Case 20 (Fig. 5) the 
effect of the initial injection was declining after 50 minutes, and the 
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injection of three units again produced an appreciable increase. It 
seems probable that the effect of a repetition of the injection 
depends on the extent to which the effect of the previous injection 
has declined. In those instances in which the effect of two units 
has not persisted till the child was born, but has worn off, a period 
of 50-60 minutes has elapsed before serious decline has occurred. 
Hence it would seem of little value to repeat injections more than 
once an hour. Case 20, was, it may be noted, an example in which 
regularly repeated injections of two units might have been of 
great benefit. She was a primipara, aged 37, in whom pains had 
been of the feeblest kind. During the two and a half hours in 
which our observations were made, and in which she received two 
injections of two and three units respectively the os dilated from 
the size of one shilling to a five-shilling piece. From this point she 
received no injections and she was not delivered for 48 hours. 


The Dangers of Pituitary Extract. 

In none of the cases observed by us was there any evidence of 
ill effect. The tonic contraction of the uterus produced in some 
was not of sufficient intensity to cause cervical laceration, for the 
sustained increase of pressure, even in Case 6, Fig. 4, did not 
exceed the highest pressure of the individual uterine contractions 
before injection. The duration of the greatest tonus was not more 
than 10 minutes, and this could not produce any exhaustion in 
either mother or child. 

We are convinced that the dangers attending the use of the 
extract in labour are solely due to excessive dosage. Ruptures of 
the perinzum and of the cervix and uterus are caused by a violent 
action of the uterus in the presence of the relative obstruction offered 
by these soft parts. But violence of reaction of the uterine muscle 
depends upon the amount of pituitary extract injected, and, in 
spite of individual variations in the patient’s response, a small 
dose will produce effect, without danger, of considerable clinical 
value in assisting the course of a sluggish labour. 

While the extra pressure evoked is mainly dependent on the 
dose, it is to a lesser extent dependent upon the presence of 
obstruction in the shape of an undilated os, posterior position of 
the occiput or other mechanical difficulty. Resistance to the 
activity of the uterus provokes a stronger response to the stimulus 
of the extract, but in our experience a dose of two units is safe 
at any stage of labour in all cases in which there is no mechanical 
obstruction. 

One firm of manufacturers already sells pituitary extract in 
ampoules containing 0.5 cc. of a strength five units per cc.; thus 
the total contents of the ampoule is one dose of 2.5 units. We 
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suggest that it would be of considerable service if all manufacturers 
followed this practice, so that ampoules containing this dose, or 
preferably two units, may be available for use before delivery. 


Administration of Pituitary Extract after Delivery. 

It was possible, in two cases, to observe the contractions 
of the uterus after delivery of the placenta. So far as we are aware 
this has not previously been recorded by a direct graphical method. 
It was surprising to find that the intra-uterine pressure rose to 
heights comparable with those reached before delivery during the 
climax of the expulsive stage, and further that the relaxation 
between the waves of contraction, which, of course, were entirely 
painless, was complete, in so far as the pressure fell to zero. (See 
ig. 8 and yg). No bleeding, however, occurred and the uterus 
remained moderately firm in spite of an intra-uterine zero pressure. 
During the contractions of the uterus the fundus assumed the 
characteristic hardness of the early puerperium. These obser- 
vations afford interesting opportunities for speculation on the 
cause of post-partum hemorrhage. Without long discussion we 
can say that the time-honoured description of uterine ‘‘retraction”’ 
and ‘‘contraction’’ being two distinct processes appears to satisfy 
this further analysis of uterine physiology. In short, ‘‘retraction’’ 
is a tonic condition of uterine muscle fibres compressing the vessels 
lying between them, but not compressing the actual uterine cavity, 
while by ‘‘contraction’’ the uterine wall reduces the size of its 
cavity. This difference between contraction and retraction is well 
seen in some operations for the evacuation of the uterus after 
abortion, when the uterine wall is arched rigidly over its cavity 
which remains as capacious as before the ovum was evacuated. 

The action of large doses, namely four units and to units, was 
surprisingly small. It is, indeed, difficult to decide from a study 
of the tracings that these injections had any effect at all. 

It is possible that the extract is able to produce the well-known 
clinical effect in) post-partum haemorrhage by stimulation of a 
uterus which is flabby or atonic; but when the uterus is already 
acting well, as in our cases, the stimulant action cannot readily be 
demonstrated. 


The Action of Ergot Alkaloids. 


The second question which we have been concerned to investi- 
gate is the effect on the uterus of the different physiologically active 
substances in ergot. In extracts of ergot three different substances 
occur, in proportions varying with the quality of the ergot and with 
the method of extraction. These are (1) the specific alkaloid of 
ergot, (2) histamine, (3) tyramine. The specific alkaloid of ergot 
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is known as ergotoxin, in which form it was originally isolated by 
Barger and Carr, and as ergotamine, a pharmacologically identical 
and crystalline substance isolated by Stoll. 

It has not yet been decided to which of the three substances the 
therapeutic activity of ergot is due. The liquid extract of ergot 
made according to the British Pharmacopoeia does not contain 
any considerable amount of ergotamine, for this is_ relatively 
insoluble in the water with which the ergot is extracted, Dale® 
has pointed out that any therapuetic value which this extract 
possesses must, therefore, be due to histamine and tyramine. We 
have accordingly examined the separate substances tyramine, 
histamine and ergotamine for their action on the uterus, taking 
ergotamine tartrate, as representative of the action of the specific 
alkaloid of ergot. Existing knowledge of their action is vague. 
In Dixon’s test book of Pharmacology? it is stated that ergotoxin 
and tyramine cause contraction of the uterus in pregnancy, while 
histamine causes ‘‘very decided contraction in all states, princi- 
pally of a tonic nature.’’ This information is clearly incomplete 
for deciding which of the three substances in the extract of ergot 
is of greatest importance, for example, in an extract to be given 
orally during the puerperium. For this purpose the most useful 
agent will not necessarily be that which has the most powerful 
immediate action, but rather that which has the most prolonged 
action. The observations which we have made throw some light 
upon this and other points. 

We have used samples of tyramine acid phosphate, histamine 
acid phosphate and of ergotamine tartrate. We = prepared the 


solutions immediately before they were used, by weighing out a 
portion of the salt and dissolving in a known volume of sterile 
distilled water. 


Tyramine. Dale and Dixon® state that the pressor effect o 
tvramine ts about one twentieth of that of adrenalin, so that a suit- 
able dose of tyramine for a patient was taken as 20 times the size of 
a dose of adrenalin. As we proposed to inject into a vein, we first 
used five mgms. of the acid phosphate. This amount produced 
no appreciable effect on the uterine contractions. The experiment 
was repeated with twice the dose, in a second patient (see Fig. 10). 
Within three minutes of the injection a contraction began which, 
unlike an ordinary spontanegus contraction, only relaxed after a 
period of five minutes. Apart from this single contraction, 10 
inems. of tyramine acid phosphate had no effect. We were satisfied 
trom these two examples that so far as doses which might be 
administered hypodermically or orally in practice were concerned, 
tyramine was without therapeutic action. 
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Histamine. Of greater interest was the examination of hista- 
mine. We have administered by hypodermic injection the follow- 
ing doses reckoned in terms of the weight of base present; 
0.33 mgm., 0.66 mgm., 1.0 mgm and 2.0mgm. With the doses of 
less than 1.0 mgm. no certain change in the uterine movements 
was seen. The record of one of the two occasions on which 1.0 mgm. 
was injected appears in Fig. 11a together with a record of the inject- 
ion of 2.0 mgm. The last injection produced a very vigorous effect 
and provided useful information on the nature of the action. 
Kixamination of the record (Fig. 11b) shows that before the injection 
there was a normal succession of moderate uterine contractions 
characteristic of the first stage of labour, the contractions occurr- 
ing every five minutes. After the injection, with a delay of only 
one minute the pressure within the uterus rose to a height of 76 mm., 
and did not fall again to the base line for 20 minutes. During this 
period, one contraction rapidly followed another, the relaxation 
between each being incomplete but progressively greater. After 
50 minutes the effect had entirely disappeared. There were two 
important features of the action. The first was that when the effect 
had worn off, activity in the uterus ceased altogether for a period 
of 45 minutes. Whereas before the injection a succession of pains 
was slowly but surely advancing the labour, afterwards there was 
a prolonged period of complete quiescence. The impression was 
produced that a stimulus had been applied to the uterus which had 
indeed evoked a powerful response, but only at the expense of the 
muscle’s supply of energy, so that when this was exhausted, the 
situation was worse than before. The second feature of the action 
was that the effect, powerful as it was, did not shorten the course of 
labour, as the dilatation of the os was not greater at the end than at 
the beginning. 

So far as the injections of 1.0 mgm, histamine were concerned, 
their only effect was to increase the frequency of the contractions 
already taking place, for a short period of half an hour. 


Ergolamine. The feebleness of the action of tyramine and the 
fleeting character of the action of histamine gave us reason to expect 


that the specific alkaloid of ergot, whether in the form of ergota- 
mine or ergotoxin, would produce a more impressive effect. From 
the first two patients we received no clear evidence on this point. 
In one we injected 0.25 mgm. ergotamine tartrate. It 
impossible to be sure of the moment of onset of the action, but at 
the end of 34 minutes a condition existed in the uterus in which 
pressure was being exerted continuously, though the height of this 


was 


pressure was not great. The record gave an impression of increased 
irritability in the muscle fibres. In a second case in which 
0.75 Mgm. ergotamine were injected, owing to its gradual onset, 
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there was no certain indication of the action. At the time of the 
introduction of the bag the os was dilated to the size of a five- 
shilling piece. Thirty-six minutes after the injection the os was 
fully dilated and the membranes ruptured. It seemed probable 
that, as the patient was a primipara, so rapid an increase in the size 
of the os was to be attributed to the action of the ergotamine rather 
than to the spontaneous contractions of the uterus. 

In the next patient, however, an indisputable reaction to 
ergotamine was obtained. The patient was a primipara, in 
whom labour had begun 14 hours before, but at the time of intro- 
duction of the bag the os was dilated only to one inch diameter. 

Shortly after the bag was introduced, the patient vomited as 
a result of the anesthetic, and the membranes ruptured. A record 
of uterine contractions was obtained during the next two hours, 
during which the effect of 1.0 mgm. histamine (shown in Fig. 11a) 
was observed. Three quarters of an hour after the last traces of 
the histamine action were seen, 1.0 mgm. ergotamine tartrate was 
injected under the skin of the buttock. After an initial delay of 
15-20 minutes, a rise of pressure within the uterus was observed, 
toa height of about 50 mm. mercury. (See Fig. 12). The rise was 
unlike any other which we have recorded in these experiments, in 
that it persisted without remission, so that the ordinary oscillation 
between contraction and complete relaxation which occurs even in 
conditions of maximal uterine activity was largely obliterated. 
Three quarters of an hour after the injection, an examination of 
the os showed a dilatation of 1} inches, so that in spite of the con- 
tinuous contraction there had been little progress. After a further 
period of half-an-hour, in which the contraction was maintained, the 
os had dilated to two inches. An attempt to relieve the 
contraction of the uterus by the administration of 30 mgems. of 
chloral per rectum was without result, and after a further period 
of 25 minutes ether was administered on an open mask. Some 
reduction of the intra-uterine pressure followed, and was maintained 
during the period of anzesthesia. When this was discontinued the 
pre-existent degree of contraction of re established. The bag was 
withdrawn from the uterus rather more than three hours after the 
injection of the ergotamine. At this time there was no indication 
of a lessening of the effect produced by the injection. The os, 
however, was now three-quarters dilated, and the patient was 
delivered in about five hours. After delivery the uterus 
remained contracted without relaxation, and after a further period 
of eight hours, it became necessary to remove the placenta by hand 
under chloroform. Throughout this anzesthesia the uterus was 
still very tightly contracted. 


This experiment gave clear evidence that the injection” of 
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1.0 mgm. ergotamine tartrate produced a powerful contraction of 
the uterus lasting for at least 16 hours. 


DISCUSSION. 

While the observations recorded give only an incomplete survey 
of the action of the substances examined, in our opinion they 
provide a clear answer to the question ‘‘To which of the substances 
present in ergot is its traditional therapeutic value due ? 

The smallest amount of tyramine necessary to produce a 
recognizable change in the record was 10 mgms. when injected 
into a vein. Now it is not easy to say with accuracy how much 
tyramine is present in the Extractum [rgotze Liquidum of the 
British Pharmacopoeia; the only measurable physiological effect of 
tyramine is the pressor effect, and this is masked by the depressor 
effect of the histamine present. But the tyramine content. is 
certainly much less than 0.5 per cent., so that the full pharma- 
copoeial dose contains less than 10 mgms. of tyramine. In the light 
of the effect of this dose when injected into a vein, it cannot be 
supposed that, when given by mouth, it produces a useful clinical 
action. 

It is much less difficult to determine the amount of histamine 
present in the British Pharmacopoeia extract. The depressor action 
of this substance on the blood pressure of the anaesthetized cat is 
so intense that it forms a simple basis for determining the amount 
present. 

In Figure 13 is a record of the fall of blood pressure produced 
by the injection of 0.or mgm. of histamine and by 1.0 cc. of an 
Extractum Ergote Liquidum British Pharmacopeeia diluted 10 
times. The effect of the histamine was slightly greater than that of 
the extract. Assuming an equivalence between the effects, it was 
calculated that one cc. of the extract contained 0.1 mgm. histamine, 
or that the full pharmacoporial dose of this preparation would have 
contained 0.2 mgm of histamine. But we found that doses less than 
five times as large as this were without action on the uterus when 
injected under the skin; consequently it is impossible to suppose 
that histamine, any more than tyramine, is responsible for the 
traditional value of ergot. When it is considered further that the 
hypodermic injection of a large dose of histamine, which had 
a relatively powerful immediate effect, was followed by a period of 
inactivity suggestive of muscular exhaustion, there is support for 
the view that even if histamine were present in an ergot extract in 
high concentration, its action is such that harmful rather than 
beneficial effects would follow its administration post-partum, at 
a time when a prolonged period of uterine contraction is desired, 
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The specific alkaloid of ergot, used in the form of ergotamine 
tartrate has been found to exert in the most striking way the action 
which has always been supposed to characterize the drug. Its 
effect, unlike that of pituitary extract, is not to intensify the 
processes already in being, but to produce a condition of uterine 
spasm, which, though dangerous so long as the child or the 
placenta remain in utero, is admirably suited to the needs of the 
puerperium. The duration of this effect appears to be prolonged, 
and stands in the most complete contrast to the fleeting character 
of the action of histamine. In good samples of ergot, prepared 
(as is the fluid extract of the United States Pharmacopoeia) by 
means of an acid alcoholic menstruum, the amount of specific alka- 
loid present, determined in terms of ergotamine, is about 0.1 per 
cent. Thus a dose of half a drachm contains two mgms. of ergota- 
mine. The patient, described above, in whom ergotamine produced 
an action lasting for at least 16 hours, received an injection of 
one mgm. 

It is clear, therefore, that none of the ergot alkaloids have a 
place in labour proper, that is before the child or placenta are 
delivered ; but as a means of treatment of post-partum hamorrhage 
it is possible that the specific alkaloid may be of more real value 
than pituitary extract in maintaining a firm and_ prolonged 
contraction. 


Ergotamine is not immediate in its action, and a period of 
20-30 minutes appears to be necesary before its effect is developed 
after hypodermic administration. Histamine on the other hand is 
immediate, and our results suggest that a mixture of these two 
substances may be the ideal agent for arresting a post-partum 
hemorrhage. <A solution containing 2.0 mgms, of histamine and 
0.5-1.0 mgm. ergotamine or ergotoxin administered by hypodermic 
injection should produce an immediate but lasting effect in this 
condition, the histamine exerting its action during the latent period 
of the action of the ergotamine. It does not appear that tvramine 
has any place whatever in obstetrical therapeutics. 


Liquid Extract of Ergot. 


Since the liquid extract prepared according to the British 
Pharmacopoeia from ergot does not contain the specific alkaloid in 
appreciable amount, and since we have shown that the histamine 
and tyramine present can exert no effect, it follows that Extractum 
Ergote Liquidum British Pharmacopoeia, is a wholly inert pre- 
paration. Yet it has been in clinical use in this country for many 
years, and no serious complaints have appeared. 

In order to investigate further this somewhat surprising 
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poSition we carried out the following experiment. A sample of 
ergot was chosen which was found to contain a good proportion 
of the specific alkaloid. Two liquid extracts were made from it, the 
one according to the process of the British Pharmacopoeia, and the 
other according to that for the fluid extract of the United States 
Pharmacopoeia (Tenth Revision). Examination by Clark’s method” 
showed that the B.P. extract was free from the specific alkaloid, 
while the U.S. P. extract contained 0.13 per cent. A third liquid, 
was prepared to resemble an extract of ergot superficially, by 
extracting the proprietary article Marmite. The extract was 
filtered, infusion of gentian was added to mask the taste, and it 
was preserved by the presence of 4o per cent. alcohol. The three 
bottles were labelled only 1, 2 and 3, and only one of us (J. H. B.) 
knew what the contents of the different bottles were. Each extract 
was administered three times a day in a dose of one drachm to a 
series of patients during the first seven days of the puerperium. 
The patients were selected as being normal. A daily record was kept 
of the height of the uterus above the symphysis pubis, and of the 
colour and amount of the lochial discharge. All observations 
were taken and recorded by one person. Two of the extracts were 
given to 12 patients each and one was given to eight patients. 


Examination of the results showed that it .was: impossible to 
distinguish the changes in the patients which received one extract 
from those in patients receiving either of the others. The rate 
of descent of the uterus, the day on which the colour of the lochia 
changed from red to brown, and from brown to pale showed the 
same variation in all three groups. The patients who received the 
U.S.P. extract developed headaches, but otherwise were not 
distinguishable from those which received the B.P. extract or the 
Marmite. Fig. 14 ts a chart showing the average rate of descent 
of the uterus in each group. 


We believe that this experiment may in part explain the absence 
of complaint regarding the efficacy of Extractum Ergotze Liquidum 
British Pharmacopoeia for it appears that ordinary clinical methods 
do not suffice, in normal cases at least, even to demonstrate the 
presence in an extract of a considerable proportion of the highly 
potent specific alkaloid. In view of this and of the results of hypo- 
dermic administration of the different active substances, we consider 
that no serious attention can be paid to statements that the 
British Pharmacopoeial extract has a therapeutic action. It is 
obviously desirable that the pharmacopoeial method of preparing 
the extract should be revised at the earliest opportunity so that the 
specific alkaloid is extracted from the drug, and is present in the 
extract. 


G 
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The Action of Adrenalin and of Ether. e 


The action of adrenalin on strips taken from the human uterus 
at Ceesarean section has been investigated by Riibsamen and 
Kligermann.® They give tracings which demonstrate the effect 
of a concentration of 1 in 200,000, and which indicate that, as the 
authors conclude, adrenalin is a “‘very powerful stimulant of the 
muscle of the human uterus.’? Now concentrations of this order 
never occur in the body, and it is well known that the behaviour of 
adrenalin depends on the concentration in which it is exhibited. 
Further, since moderate doses of adrenalin usually imitate, in their 
effect on any organ, the result of stimulating the sympathetic 
nerves supplying the organ, and since the effect of emotion appears 
to be to delay the uterine contractions in labour, we thought it 
worth while to determine the action of adrenalin under the con- 
ditions of our experiments. 

In the first observation we recorded the changes in uterine 
pressure of a primipara early in labour, in whom rises of uterine 
pressure were occurring in a uniform succession. 

The hypodermic injection of 0.3 cc. adrenalin (1 in 1000) led to 
no striking change in the uterine contractions, but they appeared 
to be reduced in size and frequency. After a second injection of 
0.6 cc., made 14 hours later, the result was repeated. By the use of 
the planimeter, it was found that the first injection reduced the work 
done per minute from the value of 125 to 87. The second injection 
reduced the work from 95 to 70. The results appeared significant 
because of the constancy of the work done in the periods before, 
between and after the injections. 

Nevertheless, the view that adrenalin exercises an inhibitory 
effect on the pains of labour required for its support less equivocal 
evidence than this, and in another patient, in whom was recorded 
a rapid succession of six pains during 25 minutes, an injection 
of five minims of adrenalin was made into the median vein. This 
injection (see Fig. 15) was followed by a complete cessation of 
uterine contractions during 12 minutes, after which the pains began 
again. 

This result, in our opinion, shows beyond question that the main 
action of tolerable doses of adrenalin on the pains of labour is 
inhibitory. We think that it may be deduced from this that the 
effect of a moderate stimulation of sympathetic nerves on the 
parturient human uterus is also inhibitory. We suggest further 
that the augmentor action of hypnotics such as chloral may in part 
be due to the depression by these hypnotics of inhibitory impulses, 
passing from the brain centres of anxious or emotional patients to 
the uterus by way of the sympathetic supply. 
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This inhibitory action of adrenalin may have a: therapeutic 
application in conditions in which it is desired to relieve spasm 
or tonic contraction of the uterus, such as before version, where the 
uterus is in an irritable condition. 

The action of ether in many respects resembles that of 
sympathetic stimulation. We were, therefore, interested to. test 
our deduction concerning the effect of stimulating the sympathetic 
nerves to the uterus by investigating the effect of ether, the more 
so as it is believed by some that ether is a stimulant of labour pains. 
Observation showed that ether diminished the frequency and force 
of uterine contractions in an unmistakable manner. (See Fig. 16). 


SUMMARY. 

1. After August 1927, all pituitary extract sold in Great Britain 
will by law bear on the label of each ampoule the number of units 
present in one cc. It is probable that many extracts will be prepared 
so as to contain 10 units per cc. We have investigated the action 
of small doses administered during the first and second stage o: 
labour, recording the effect produced by means of a = graphic 
method. 

2. A dose of two units may be expected to produce an effect 
which should be useful in hastening the course of a sluggish labour 
provided that it is not administered before the os is about one half 
dilated. 

3. A dose of two units may be given with safety at any stage 
provided that there is no mechanical obstruction, 

4. The least interval at which any dose can be usefully repeated 
is one hour, but often the effect of two units has lasted longer than 
this. 

5. The action of the separate ergot alkaloids has been examined. 
It has been found that tyramine has no value in obstetrics. 
Histamine in a dose of 2.0 mgms., when injected under the skin 
produces a powerful but short lived effect ; it appears to exhaust the 
uterine activity. The specific alkaloid of ergot (ergotamine or 
ergotoxin) exerts a very prolonged action, and appears to be an 
ideal agent for use after delivery. It may be noted that Extractum 
Krgotze Liquidum British Pharmacopoeia does not contain the 
specific alkaloid, and in view of our results can have no therapeutic 
effect. 

6. Adrenalin, injected into a vein, inhibits uterine contraction 
before delivery. The administration of ether has a similar effect. 

We should like to express our indebtedness to the Matron and 
Sisters of Queen Charlotte’s Hospital from whom we have received 
valuable co-operation, 
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The expenses of this investigation have been borne by the 
Pharmaceutical Society of Great Britain. 


Work on this subject was first begun by us, when one of us 
(A. W. B.) was working for a Committee jointly appointed by the 
Medical Research Council and the Obstetrical Section of the Royal 
Society of Medicine. We desire to pay tribute to the valuable 
help given in many ways to that Committee by Dr. H. H. Dale. 
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Deep X-Ray Treatment of Non-malignant Gynecological 
Conditions.* 


By L. L. Cassipy, M.B., Ch.B., Edin. F.R.C.S.1. 
Master of Coombe Hospital, Dublin; Gynecologist, Royal City 
of Dublin Hospital. 


THE possibilities of deep X-ray treatment in gynecology open a 
wide vista as to the iuture of this method of treatment. The subject 
of the ductless glands is one that has peculiar attractions for the 
gynaecologist, in the investigation of this subject by deep X-ray 
therapy. It seems just possible that by their use we may find a 
light which will guide the wayfarer through that rather dark 
labyrinth. The number of non-malignant cases which we have 
treated at the Coombe Hospital, during the past three years, 
amounts to go, and comprises a varied selection of pathological 
lesions, e.g., dysmenorrhoea, amenorrhoea, Mmenorrhagia, and 
pelvic inflammation. Before discussing these matters in detail it 
will be essential to survey rather briefly the present state of our 
knowledge with reference to the action of X-rays on tissue. 
Numerous experiments have shown that when plants, protozoa for 
instance, are subjected to small doses of X-rays, there is a marked 
increase in cellular activity. Granulating wound surfaces rapidly 
heal under the influence of X-rays, though the opposite effect, a 
retardation of growth and signs of definite injury have also been 
observed. 

Various theories have been advanced to explain the influence 
exerted by Roéntgen rays. Caspari expresses the view that the 
rays destroy individual cells, especially lymphocytes, which 
liberate by their destruction necrohormones, and these in their 
turn produce an increased activity in the protoplasm of certain 
cells. But with present methods of investigation it is impossible 
to say with certainty what influences are exerted by the use of 
small doses of N-rays. Jfrom a practical standpoint, it may be 
assumed , that two factors enter into consideration, (a), the change 
in the cells and organs which are subjected to X-rays, 7.e., the 
special influence, and (b), a generalized effect produced by the 


influence of the X-rays, upon the blood and the sympathetic 
nervous system. 


*Read before the Sixth British Congress of Obstetrics and Gynecology, 
Manchester, England, April, 1927. 
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STIMULATION OF THE OVARIES BY X-RAYS. 

The ovaries offer a special attraction for the testing of this 
method, as theoretically it should be possible in cases of under- 
activity to stimulate these organs into normal activity. The ovary 
occupies a peculiar position in the endocrine system, its internal 
secretion is of a double character, inasmuch as in the pre-puberty 
stage this secretion is apparently formed by the interstitial gland 
ana after puberty this function is performed by the corpus luteum. 
Again, the activity of the ovary is confined to a definite monthly 
cycle thus distinguishing its secretion from all the other glands 
which are in a continuous state of activity. A close relationship 
exists between the pituitary, thyroid and suprarenal glands and 
the ovary. Hypoplasia or operative interference with these struc- 
tures will involve definite changes in the internal genitalia of the 
female. Conversly hypertrophy of the thyroid and pituitary have 
been observed after castration. “These facts as well as innumerable 
clinical observations attest the close relationship that exists between 
the ovaries and the other endocrine glands. 


HYPOMENORRHGA, 

In this class there were seven patients who exhibited various 
types of this condition. A feature common to all was the scantiness 
of the flow, in one case being merely a few drops of blood on the 
napkin once monthly. The uterus in four of these cases was of the 
intantile type, small body, long conical cervix; these cases also 
exhibited a marked deviation from the normal in the development 
of their secondary sexual characters. Ovarian insufficiency in 
these cases must be held responsible for the unsatisfactory per- 
formance of the menstrual function. In this type it is absolutely 
essential that the utmost care be taken in applying stimulating 
doses of X-rays to the ovaries, if injury is to be avoided. Accord- 
ing to Seitz never more than from four to six per cent. of the unit 
skin dose should be given; in fact, he recommends that from three 
to four per cent. of the unit skin dose should be given at first in 
order to avoid injury. As there is a close connexion between the 
pituitary and the ovary, three of our series of seven cases had 
X-rays applied to the hypophysis with extremely satisfactory 
results. , 

AMENORRH@A. 

There were nine cases in this category all of which were of a 
secondary type. Four of these patients are clinically cured, 7.e., 
menstruation has occurred regularly since radiation. Three of 
them had been treated by stimulating doses being applied to the 
ovaries, one had radiation of the hypophysis. Five of the cases 
were uninfluenced by treatment, in four instances ovarian radiation 
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had been given, in the fifth the hypophysis had been treated but 
without result; of these five unsuccessiul cases it is extremely 
difficult to assign a cause for the failure, except in one woman, aged 
38, married for two years, who was most anxious to become 
pregnant. She had a definitely hypoplastic condition of all the 
internal genitalia, especially the uterus, a history of very scanty 
menses, and complete amenorrhoea for six months previously. 
In her case, radiation of hypophysis, thyroid and ovaries was a 
complete failure. Some further light might be obtained in these 
difficult cases if a Réntgenogram were taken of the sella turcica 
in order to show if any diminution in size of the pituitary had taken 
place. Again, an investigation of basal metabolism might possibly 
reveal a deficiency in the thyroid gland as a possible causal agent 
in the production of the amenorrhoea. 


DySMENORRH@A 

The symptom to which the term dysmenorrhoea is applied is 
caused by varying factors. A hypoplastic condition of the uterine 
muscle is probably the most frequent: inflammatory changes in 
the internal genitalia, especially those of a tubercular nature, and 
a super-excitability of the central nervous system, are present 
frequently. 

Twenty cases of dysmenorrhoea presented themselves for treat- 
ment. Of these complete success was attained in 10, four expressed 
themselves as greatly improved, six remained uninfluenced. The 
hypophysis was radiated in eight instances. In four cases small 
doses were applied to the ovaries, in the other eight both regions 
were treated. The selection was not made on any definite grounds 
except in those patients in whom scanty menstruation accompanied 
the dysmenorrhoea, it was considered better to radiate the ovaric:, 
directly. From our limited experience it would seem that success 
is just as probable whether radiation of pituitary or ovary is carried 
out. Werner’s view that the cure of primary dysmenorrhoea is to 
be sought for in the stimulation of the nuclei in the base of the 
third ventricle, which is the seat of the vegetative nervous system, 
seems to be essentially sound. 


POLYMENORRH@A, 

R. Schréder demonstrated that functional hemorrhages, 
especially those of puberty and the menopause, are directly caused 
by the persistence of the follicle and an increased secretion from 
the corpus luteum. 

The result is hypertrophy of the endometrium with consequent 
enlargement of the glands, incomplete separation of the mucosa 
and a marked increase in the duration of the menstrual period. 

Various theories have been adduced to explain this pheno- 
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menon ; one very reasonable one is that in this type of case there 
is some interference with the maturation o: the ovum to such an 
extent that delayed rupture of the follicle is the necessary 
consequence, Linzenmeier reports that he succeeded in a number of 
cases by applying small stimulating doses of X-rays to the ovaries 
in controlling these forms of uterine hemorrhage. In our series of 
cases ovarian stimulation was not attempted, as it was recognized 
that the proper stimulation-dose has not yet been sufficiently 
standardised. Consequently, splenic radiation was the method 
adopted. Nurnberger was the first to show that it was possible by 
means ot splenic radiation not only to cause a cessation of general 
hemorrhages, but also to produce a regularity in menstrual flow. 
Werner and Sahler have reported about 70 per cent. of successes 
by this method. Many theories have been formed to explain the 
casual connexion, Novak’s view seems to meet the facts of the situa- 
tion better than any other. He investigated the increased amount of 
uric acid demonstrable in the urine after radiation of the spleen. 
Ile, therefore, concluded that this increased output of uric acid 
favours blood coagulation by increasing the thrombokinase 
derived irom destroyed or degenerated cell nuclei. He does not 
consider that there is any reason to invoke an occult internal 
relationship between the spleen and the ovaries in order to explain 
this action. 

In our own series, seventeen cases came into this category, all 
of whom were clinically cured, i.e., were relieved oi: their symptoms 
after treatment by radiation of the spleen. Needless to say in every 
case the pelvis was carefully examined in order to exclude the 
possibility ot organic disease. All these cases were comprised in 
Nurnberger’s category of ‘Ovarian or Functional Hemorriages. 

The technique consisted in placing the patient in the prone 


> 


position, slightly turned towards the right side. The applicator 
was at a distance of 30 cms., the size of the field being 
10.15 ems. The superficial dose given to the skin was one third 
to two thirds unit skin dose, varying according to the strength of 
the hemorrhage and the thickness of the abdominal wall. Two 
typical cases are given here. 

1. Mrs. McC. aged 42, exhibited a pale and wasted appearance. 
She had had amenorrhoea for the last six months, Previous to that 
she had profuse monthly haemorrhages. After the amenorrhoea 
she had one severe loss of blood which lasted for ten days. 
Histological examination of the endometrium removed with the 
curette showed no malignancy. On October 29th, 1926, the spleen 
was radiated. One month later she reported that a normal 
menstrual flow had occurred, and since then she had been men- 
struating regularly. 
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Mrs. W., aged 24, reported on July 3, 1925, complaining that 
the menstrual periods had been excessive for the past twelve 
months, the interval being only fourteen days and the duration six 
to eight days. She was pale, anzemic and stated that she was easily 
fatigued and that she required several days to recover from the 
effect. of the blood loss. Pelvic examination showed nothing 
abnormal. The spleen was radiated twice, with a month’s interval 
between the two treatments. Three months later she wrote to say 
that her periods were now perfectly regular, each period lasting 
for four days. 


MENOPAUSAL Ha:MORRHAGES. 

Nine cases of the series who presented themselves for treatment 
fall into the category of climacteric haemorrhages. With most of 
them there was the usual clinical symptom of excessive menstrual 
loss, which had been treated by various remedies without success. 
The youngest was 44 and the oldest 52 years of age. Careful pelvic 
examination showed that no organic change had taken place in any 
of the cases. 

Splenic radiation was given in five cases but without success. 
Full castration doses were then applied to the ovaries in all the 
nine cases with most satisfactory results in causing complete and 
permanent amenorrhoea. One of the series required a second 
treatment to bring about full castration. It is very interesting to 
note that unpleasant symptoms were complained of in only one 
instance after the artificial menopause. 


GENITAL AND ABDOMINAL TUBERCULOSIS. 

Seventeen cases of pelvic and peritoneal tuberculosis were 
treated. Ten were quite cured; two died; two were greatly 
improved, and three were uninfluenced. 

The incidence of pelvic tuberculosis is variously given by 
different authors, though the general consensus of opinion is that 
this affection occurs in two per cent. of all women. The difficulty 
of clinical diagnosis in some of these cases is considerable unless 
by laparotomy or at autopsy. In five instances of our series ascites 
was present to a marked degree. The fluid was removed by a small 
incision through the abdomen. A small section of tissue was 
excised at the same time for microscopical examination. No 
attempt was made to deal with the primary focus as the adhesions 
encountered rendered their separation too dangerous. As soon 
as the wound was healed in 10 to 14 days, X-rays were applied 
with satisfactory results in all instances. In five cases the diagnosis 
was made on clinical grounds. The chief symptoms were pain 
in the lower abdomen, general feeling of weakness, and occasional 
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rises in temperature. A rather striking phenomenon common to 
all tuberculous lesions treated by X-rays is the sudden onset oi 
vomiting after their administration. This occurrence is a remark- 
ably constant feature in pelvic and abdominal tuberculosis and has 
not been found nearly so frequent in other conditions. The dose 
given to front and back of the abdomen varied with the severity 
of the lesion, 30-60 per cent. of the unit skin dose was given on the 
skin from the front and back or from the front alone. 

In five of the cases amenorrhoea occurred, though it is confi- 
dently expected that this will be oniy of a temporary character. 


PARAMETRITIS, 

During the past eighteen months we have had under our care 
eight cases of parametritis. All these patients recovered rapidly 
though two have at the moment amenorrhcea. 

In three instances, some time after treatment, fluctuation could 
be detected in the swelling, necessitating the opening and drainage 
of an abscess. Resolution was obtained without pus formation 
in the others. 
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Recurrent Pregnancy Toxzmia.* 


By James Younc, D.S.O., M.D. (Edin.), F.R.C.S. (Edin.). 


Physician, Royal Maternity Hospital, Edinburgh; Assistant 

Gynecologist, Royal Infirmary, Edinburgh. 
In 1914 | brought forward evidence to support the view that the 
eclamptic phenomenon has as its immediate cause a massive 
damage of the placenta.’ In the following communication, evidence 
bearing on the same question has been adduced from an analysis 
of the cases of recurring toxzemia treated in the Edinburgh Royal 
Maternity Hospital between the years 1923 and 1926, In previous 
papers it was argued that this placental conception of eclampsia 
is in accord with the clinical and pathological data, and that it 
explains the specific characters of the disease by means of an 
equally unique and specific morbid process. For the placental 
arrangements are such that localized damage or death of any one 
part implies a mass of disentegrating matter lying directly in the 
blood stream of the mother, a pathological process which finds 
no parallel in the whole range of disease. It was urged further that 
the assault on the placenta, which underlies the process, is of such 
a kind that if operating over a considerable area of the organ it can 
lead to an immediate ending of pregnancy without toxzemia, but 
that, when it is less marked, it is consistent with continued life of 
the foetus and with the development within the disintegrating 
tissue of the toxic elements responsible for the eclamptic attack. 
In other words, an essential factor is sufficient time for the formation 
of the poisonous ingredients and their leakage into the maternal 
blood stream, which bathes the surrounding surfaces of the affected 
area. Such a view is in harmony with the well-known facts that 
no essential part of the eclamptic process is direct damage of the 
foetus, the life of which may be unharmed in the most fulminating 
case, and that, on the other hand, a severe eclampsia may suddenly 
subside after the intrauterine death of the foetus and the consequent 
complete detachment of the placenta, or at least, the shuts off 
of the placental circulation, 


*Read before the Sixth British Congress of Obstetrics and Gynecology, 
Manchester, England, April, 1927. 
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It was believed, moreover, that only in this way can we explain 
the conflicting facts associated with accidental haemorrhage. Here 
the placenta separates prematurely from the uterine wall and in 
those cases in which the process, which uproots the placenta, is so 
extensive that rapid and complete detachment occurs, there is no 
toxemia. When, however, there is only partial detachment, 
(concealed accidental haemorrhage) intense toxemia is the rule. 

The only cases of eclampsia (two in number) in association with 
accidental hemorrhage in the present series belong to the concealed 
variety. 

It was shown, further, that in non-toxzemic cases in which early 
separation of the placenta has occurred, the organ may exhibit no 
disintegrative changes. When, however, the primary detachment 
has been less in degree and has been compatible with intra-uterine 
survival of the child for some time, the affected placenta always 
exhibits the early hepatization features of necrosis —red infarction. 
This is the visible evidence of a placental damage and is a change 
which naturally requires an interval for its appearance. I have 
shown, also, that in eclampsia there occurs a similar massive 
placental lesion. Although this is usually easily detected by 
microscopic examination it may, as in accidental hzemorrhage, 
only be recognizable to the naked eye in those cases in which the 
process is not sufficiently intense to cause early labour but 
after a subsidence of the attack, the pregnancy continues for some 
time. (See Plate I.) 

The phenomena underlying this placental damage, in so far 
as they are capable of being studied in the detached organ, | have 
described fully elsewhere and I need not dwell on them here. 
Strachan? in his recent monograph has reviewed the whole subject 
and has shown how my general conclusions have received support 
from the subsequent investigations of Clemenz, M’Nalley and 
Dieckmann, Adair, Soli and others. The main conclusion is that 
the massive placental death which occurs in such cases is frequently 
entirely local in nature, being caused by some factor causing an 
arrest of the maternal blood-supply to the area or areas concerned. 
In many instances the massive death which punctuates the acute 
toxemic attack has been preceded by pre-existing damage of 
exactly the same kind, which is represented by solid and_ paler 
blocks of infarcted tissue scattered through the organ—while 
infarction. In other words, the massive lesion may represent the 
final and critical assault on an organ the life of which has been 
threatened on repeated former occasions. There may be historical 
evidence of these previous damages in the shape of threatened 
abortion or continued toxemia in a case, for example, that 
ultimately ends in accidental haemorrhage or eclampsia. 
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We thus see that there is ample evidence that a factor in the 
toxzemic disaster is a lesion of the placenta and the absence of any 
evidence of primary disease of the foetus, taken in conjunction with 
the frequent inactive state of the uterine muscle, even when the 
placental detachment has occurred, and suggest that the premature 
ending of the pregnancy which usually accompanies such cases 
is dependent directly upon this placental lesion. 


RECURRENT TOX®MIA AND THE ABORTION —-PREMATURE BIRTH— 
ToOxMIA COMPLEX. 

It has long been known that true pregnancy toxzemia such as 
eclampsia may recur in subsequent pregnancies, but this recurrence 
has usually been looked upon as a comparatively rare circumstance 
with no relation to the basic facts of etiology. 

The comparatively common class of non-convulsive toxzemia, 
which breaks out in the later months of succeeding pregnancies, 
often with a history of repeated premature and dead babies, has 
usually been removed completely by the text-book and the clinician 
from the category of the true specific pregnancy toxzemia. Here the 
toxzemic. symptoms and the recurring foetal death have been 
attributed to a primary fault in the kidneys, whereas in the true 
eclamptic process the toxic elements are elaborated in some specific 
way in the pregnant organism and the kidney damage is secondary. 
In the ‘‘nephritic’? group are included both those comparatively 
rare cases, in which there has been a clearly antecedent Bright’s 
disease, and those common cases in which the first evidence of a 
kidney lesion has become apparent during usually the later months 
of a pregnancy. It is only right to add that the inconclusive basis 
on which such a classification rests, and the many inconsistencies 
with which it is faced, have found expression in many quarters, 
in some of which there is now evidence of a breakaway from the 
nephritic conception—except, of course in regard to cases com- 
plicated with primary Bright’s disease, which should be considered 
as belonging to a small sub-group by themselves and as having 
little in common with true pregnancy toxemia. Williams* in the 
last edition of his well-known text-book expresses the view that the 
etiology of the recurring toxzemias is probably the same as that 
underlying the eclamptic process. With this view I am in entire 
agreement. Moreover, as I shall endeavour to prove, the 
recognition of the identity of the various toxzemic types opens up 
a source of knowledge of great value in our search for essential 
factors. 

In this connexion an analysis of 220 successive cases of toxaemia 
and accidental hemorrhage in parous women at the Royal 
Maternity Hospital, Edinburgh has revealed some facts of 
H 
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considerable interest. For much help in this investigation | am 
indebted to Miss E. V. Crowe, M.B., Ch.B., Senior Clinical 
Assistant. 


E-CLAMPSIA. 

The first discovery is the surprising frequency of recurrence of 
toxzemia in eclamptic cases. Thus, out of 47 cases of eclampsia, 
in six eclampsia occurred in a previous pregnancy, that is, in 12.8 
per cent. while in nine there was a non-convulsive toxzemia in 
another pregnancy; this gives a total toxzemic recurrence of 
6+ 9=15 or 31.9 per cent. In the remaining 32 cases the eclamptic 
attack, for which the patients were under treatment, was the first 
toxzemia experienced, but as it was naturally in the last pregnancy, 
the 31.9 per cent. figure would probably be increased materially 
were these cases traced into their subsequent pregnancies. <A fact 
which has emerged during this investigation is that on frequent 
occasions the recurrence complex may develop for the first time 
in women who previously had one or more normal births. 

In a considerable number of these eclamptic cases there occurs 
a phenomenon, which, lacking a better term, we may call the 
abortion—premature birth—toxzemia complex or sequence. This 
defines the condition in which, in association with one or more 
eclamptic pregnancies, there occurs an unbroken succession of 
gestations which end as abortion, premature or still-birth, some- 
times in combination with accidental hemorrhage. If we add the 
cases exhibiting this sequence to those with recurrence of toxzemia 
we get a total of 21 in 47 or 44.7 per cent. A study of Tables I, II 
and III shows conclusively the essential identity of the two 
problems, (a) the toxamia and (b) the recurring untimely 
interference with the course of pregnancy. 


TABLE I. 
RECURRENCE AS ECLAMPSIA. 


286 (’23). Age 28. Pregnancy (1) premature birth, (2) eclampsia, 
(3) eclampsia. 

1138 (’24). Age 30. Pregnancy (1) abortion, (2) eclampsia, (3) 
eclampsia. 

1301 (’24). Age 20. Pregnancy (1) eclampsia, (2) eclampsia. 

1599 (724). Age 41. Pregnancy (1) eclampsia, (2) normal, (3) 
eclampsia. 

464 (’25). Age 28. Pregnancy (1) eclampsia, (2) eclampsia. 

1706 (’25). Age 41. Pregnancy (1) abortion, (2 to 5) normal, 
(6) eclampsia, (7) eclampsia, 
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TABLE II. 

THE ABORTION—PREMATURE BIRTH— TOXXMIA SEQUENCE 1N 
ECLAMPSIA AS A PRIMARY PHENOMENON, i.e., PRESENT 
DURING THE FIRST PREGNANCY. 

Case 7. 1106 (’23) Pregnancy (1) eclampsia, (2) ‘albuminuria.’ 

Case 8. 1422 (’24). (1) premature still birth, (2) abortion, (3) abortion, 
(4) eclampsia. 

Case 9. 1539 (’24). (1) abortion, (2) eclampsia. 

Case 10. 72 (’25). (1) eclampsia, (2) “albuminuria.” 

Case 11. 861 (’25). (1) eclampsia, (2) ‘‘albuminuria.” 

Case 12. 1551 (’25). (1) abortion, (2) abortion, (3) eclampsia. 

Case 13. 111 (’26). (1) eclampsia, (2) ‘‘albuminuria.”’ 

Case 14. 1036 (’26). (1) eclampsia, (2) normal, (3) still-birth, (4) normal, 
(5 to 7) ‘‘albuminuria.’’ 

Case 15. 1314 (’26) (1) eclampsia, (2) ‘‘albuminuria.”’ 


TABLE III. 
THE ABORTION—-PREMATURE BIRTH—-TOX2MIA SEQUENCE 
ACQUIRED AFTER THE FIRST PREGNANCY. 

Case 16. 1543 (’23). Pregnancies (1 to 7) normal, (8 to 10) abortion, (11) 
eclampsia. 

Case 17. 827 (’24). Pregnancies (1 and 2) normal, (3 to 7) abortion, (8) 
eclampsia. 

Case 18. 408 (725). Pregnancies (1 to 3) normal, (4) eclampsia, (5 to 6) 
abortion, (7) normal, (8) ‘‘albuminuria,’’ (9) normal, (10) 
threatened abortion in early months, accidental haemorrhage and 
toxcemia in later months. 

Case 19. 81 (26). Pregnancies (1 and 2) normal, (3) ‘‘albuminuria,’’ (4) 
eclampsia. 

Case 20. 1443 (’26). Pregnancies (1 and 2) normal, (3) premature birth. 
(4) eclampsia. 

Case 21. 1764 (’26). Pregnancies (1) normal, (2) premature birth, (3) 
normal, (4) still-birth, (5) premature birth, (6) eclampsia. 


It will be noted that the figures relative to the abortion- 
premature birth sequence include solely those cases in which two 
or more successive pregnancies are concerned, when, in other words, 
the existence of this complex can be inferred with a fair certainty. 
There are cases in which abortion or premature birth occurs one or 
more times in the reproductive cvcle of toxzemic cases, but when, 
because of the interpolation of normal pregnancies, it is impossible 
to exclude so certainly the operation of other irrelevent factors. 
That, however, the same factors may be acting in the case, at least, 
of some of these damaged pregnancies is not improbable. The 
potency of this damaging factor in eclamptic cases is shewn by the 
fact that of 151 births prior to those for which the 47 patients were 
admitted to hospital 35 ended in abortion, premature or still-birth, 





284 Journal of Obstetrics and Gynecology 


that is 23.2 per cent. A similar calculation carried out in regard 


to 100 ‘‘normal’’ successive parous women admitted to the hospital 
shewed that out of 329 previous births, 42 ended prematurely or 
by still-birth, that is 10.2 per cent. The marked diflerence revealed 
by this comparison would be still greater if a few cases in the 
‘“‘normal’’ list were excluded, cases, namely, exhibiting repeated 
abortion or premature birth due possibly to the same factors as 
those we are considering. 


The next fact of importance that has emerged from these 
studies is that frequently in the pregnancies that go to form the 
sequence complex there is no history of toxemia. When the 
patients were under treatment in the Hospital during these pre- 
ceding pregnancies there is sometimes positive evidence of an 
absence of toxemia. See Table IV. Other investigators, e.g., 
Kellogg,’ have also referred to this striking phenomenon without 
attempting to explain it. 


TABLE IV. 

SELECTED CASES WITH RECURRENCE COMPLEX WHICH SHEW HOW 
ABORTION, ACCIDENTAL Hat:MORRHAGE, AND PREMATURE BIRTH 
ARE INDEPENDENT OF TOX-EMIA, 

Case 1 1443 (’26). Pregnancies (1 and 2) normal, (3) premature. seven 

months, still-born, no toxemia, (4) eclampsia. 

Case 2. 929 (’24). Pregnancies (1 and 2) normal, (3) abortion, (4) prema- 
ture, seven months, still-birth, placenta previa, (5) accidental 
hemorrhage, premature, six and a half months, dead, no 
toxemia. 

374 (’26). Pregnancies (1 to 3) normal, (4) abortion, no toxemia, 
(5) accidental hemorrhage (?toxzemia). 

1393 (’26). Pregnancy (1) term, tox@mia, (2) accidental hemorr- 
hage, premature, no toxemia. 

1312 (’26). Pregnancy (1) normal, (2) abortion, (3) accidental 
hemorrhage, premature, still birth, tox@mia, (4) accidental 
hemorrhage, premature, still birth, no toxemia. 


We are thus led to conclude that women with an eclamptic 
history commonly have resident within their body some morbid 
influence, which is not inconsistent with good health between their 
pregnancies, but which is inconsistent with the normal continuance 
of pregnancy to term. Many of the damaged pregnancies in such 
women end in abortion, some end in premature birth or still-birth, 
but only in comparatively few such pregnancies does this constant 
and imminent x factor culminate in a toxeemic attack. Further, 
the fact that this abortion premature labour — accidental hzemorr- 
hage—still-birth sequence is common in) combination with 
a toxemia that is frankly eclamptic helps to rescue the whole 
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subject from chaos by showing the inadequacy of the nephritic 
theory of recurrent toxemia. The demonstration, also, that the 
sequence is not secondary to the toxemia makes necessary a 
revision of our views regarding the recurring disaster to the foetuses 
which is so tragically common in such cases. 


ACCIDENTAL H a:MORRHAGE. 

The same relationship to the recurrence complex is exhibited 
by accidental haemorrhage. In 55 cases the sequence appears in 18, 
that is, in 32 per cent. and here again the existence of two quite 
separate and distinct factors is revealed, the one tending to 
terminate the pregnancy by damage to the placenta and the other 
added to this and culminating in toxemia. The study indicates 
that accidental hemorrhage is really to be looked upon as an 
abortion occurring in the later months and that it is caused by the 
same factors; in the same pregnancy there may be a threatened 
abortion at an early stage and accidental hemorrhage at a later 
stage. Accidental haemorrhage may recur in succeeding preg- 
nancies as accidental hemorrhage; there may be toxzemia in one 
and not in the other. It is obvious that the presence of toxzemia 
in some cases of accidental haemorrhage and its absence in others 
is dependent upon exactly the same factors as those which account 
for the occurrence of toxzemia in some pregnancies of the abortion- 
premature and _ still-birth sequence and its absence in others. 


See Tables IV and V. 


TABLE V. 
ACCIDENTAL H asMORRHAGE. 


Case 689 (’24). Pregnancies (1 to 6) normal, (7) abortion, (8) accidental 
hemorrhage. Toxzemia. 

Case 2. 929 (24). Pregnancies (1 and 2) normal, (3) abortion, (4) prema- 
still birth, placenta previa, (5) accidental hemorrhage. No 
toxemia. 

Case 3. 8g (’25). Pregnancies (1 to 5) normal, (6) accidental hemorrhage, 
(7) accidental hzemorrhage. 

Case 4. 149 (’25). Pregnancies (1 and 2) premature, (3 and 4) normal, 
(5 to 14) premature still-births, (15) accidental haemorrhage. 

Case 5. tor8 (’25). Pregnancy (1) normal, (2) abortion, (3) accidental 
hemorrhage. Toxcemia. 

Case 6. 1122 / 25). Pregnancies (1 to 6) normal, (7) abortion, (8) accidental 
h.emorrhage. No toxamia 

Case 7. 1760 (’25). Pregnancy (1) term, toxemia ? (2 and 3) term, 
toxzemia, (4) accidental hamorrhage, toxemia. 

360 (’26). Pregnancies (1 and 2) normal, (3) abortion, (4) acciden- 
tal hemorrhage at term, still-birth, (5) premature, (6) accidental 
hemorrhage, premature, still-birth. 

374 (’26). Pregnancies (1 to 3) normal, (4) abortion, (5) accidental 
hzemorrhage. 
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Some workers, in an attempt to explain all cases of accidental 
haemorrhage on a toxzemic basis, have sought to account for those 
instances—about 40 to 50 per cent. of the total—in which no clinical 
evidence of toxzemia exists as due to chronic nephritis so mild in 
degree as to exhibit no manifestations. This view fails to recognize 





that the eclamptic process, which, as we have seen, may complicate 
the condition, is a specific pregnancy toxzemia with a recent and 
acute nephritis as a sequel; this is amply confirmed by post-mortem 
study. If nephritis, therefore, is conceived as the cause of the 
hemorrhage, we must necessarily in such cases consider the 
sequence as eclampsia leading to nephritis, which in its turn leads 
to accidental hemorrhage. In ‘‘non-toxzemic’’ accidental hamorr- 
hage there is no eclamptic poison to cause the nephritis and in such 
cases we must necessarily predicate the existence of some totally 
different agency. We thus see that the ‘‘nephritic’’ view is as 
unsatisfactory here as it is when applied to the more ordinary 
circumstances associated with toxazmia. It fails to carry conviction, 
both because it assumes the existence of a primary kidney lesion 
for which there is no clinical evidence, and, because, moreover, 
in an attempt to simplify the subject it ends by adding further 
confusion. Finally, the inadequacy of the nephritic theory is 
proved very conclusively by the fact that even in those cases in 
which the hasmorrhage is so severe as to cause death there may be 
no evidence of even mild kidney disease on _ post-mortem 
examination. I have records of one such case and Williams® has 
recently reported two others. On these grounds it would seem 
justifiable to conclude that, whatever be the immediate cause of the 
placental damage and premature detachment, it is not kidney 
disease, and that in such experiments as those recently reported 
by Browne® the toxic substances injected into the bloodstream of 
pregnant rabbits probably operate not by virtue of the renal 
damage they cause but because they belong to the category of the 
poisons which, like lead, can cause placental and kidney lesions at 
one and the same. 


NON-CONVULSIVE TOXMIA. 

Exactly the same recurrence phenomena are revealed by an 
analysis of the non-convulsive toxzemias. Out of a total of 118 
there is a sequence complex in 42=35.6 per cent. This figure, as 
in the case of the similar figures for eclampsia, does not reveal 
the total recurrence possibilities. This arises from the fact that in 
the 76 ‘“‘negative’’ instances no opinion in regard to this question 
can be offered as these patients came under treatment in their last 
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pregnancy when the first toxzemic tendency was revealed. In a 
considerable number this probably merely marked the beginning 
of the sequence. 


On general grounds we may conclude that the close clinical 
and pathological resemblance between the non-convulsive and the 
convulsive toxzmias is dependent upon a basic community of 
origin. It is with this recurrent non-convulsive or ‘‘albuminuric”’ 
group that there have been the greatest difficulties in respect of 
classification. In the unnatural splitting-up of a single disease 
process into a series of groups on an inadequate basis of symptoms 
or chemical investigations the recurring toxazemias, as we have seen, 
were separated off and placed in the category of nephritic toxemia, 
low reserve kidney and so on. 

I have not the time to discuss as fully as they deserve the very 
interesting subjects raised by this topic. It may, | think, however, 
now be urged with considerable justice that the mere fact of 
recurrence has lost its force as an argument for classing a toxamia 
as “‘nephritic.’ The fact that in the same patient a toxemia 
may at one time be eclamptic and at another time non-convulsive 
shows this. Moreover, the association of chronic nephritis with 
recurring toxzmia is no proof that the toxemia is essentially 
nephritic in origin. The mere fact, as we have seen, that the factor 
responsible for originating the eclamptic state may persist and 
cause a true pregnancy toxemia and kidney damage in each 
succeeding pregnancy must surely be considered as of importance 
in this respect. There is no satisfactory evidence even that one 
eclamptic attack may not induce a chronic nephritis. I have records 
full of suggestiveness in this regard and others have reported simi- 
lar findings. Thus Stander and Peckham’ have recently recorded 
that out of ten cases of eclampsia, readmitted in a subsequent preg- 
nancy to the Johns Hopkins Hospital, nephritis was found in four 
and low reserve kidney in one. It is interesting that two out of the 10 
cases had recurrent eclampsia. These figures, though small, may 
be taken as, in a sense, complementary to mine as showing that a 
follow-up of all eclamptic cases would probably reveal that in this 
disease we are dealing with a markedly recurrent and damaging 
condition. 


PLACENTA PR2&VIA AND TOX4MIA, 

In three cases in the series eclampsia was associated with 
placenta previa and in a number of other cases the previa 
condition was found with non-convulsive toxemia. Examples 
are shown on Table VI. 
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TABLE VI. 
CASES SHOWING THE RELATION OF PLACENTA PREVIA TO TOX4MIA 
AND THE RECURRENCE SEQUENCE. 


Case 1. 978 (’23). Pregnancies (1 and 2) normal, (3) abortion, (4) 
eclampsia, placenta previa. 


Case 2. 1543 (’23). Pregnancies (1 to 7) normal, (8 to 10) abortion, .(11) 
eclampsia, placenta previa. 
Case 3. 1645 (’26). Pregnancies (1 to 9) normal, (10) eclampsia, placenta 


previa. 

Case 4. 986 (’23). Pregnancies (1 and 2) normal, (3 and 4) ‘‘albuminuria,”’ 
(5) normal, (6) ‘“‘albuminuria,” (7) premature still-birth, (8) 
abortion, (9) ‘albuminuria,’ placenta previa. 

Case 5. 757 (’26). Pregnancies (1 to 3) still-birth at term, (4) abortion, 

(5) “albuminuria,” placenta previa. 

929 (24). Pregnancies (1 and 2) normal, (3) abortion, (4) normal, 


(5) premature still-birth, placenta previa, (6) accidental hemorr- 
hage. 


Case 6. 


I-XAMPLE OF COMMON RECURRENCE SEQUENCE IN PLACENTA PR2&VIA. 


Case 1. 1700 (’26). Pregnancies (1 and 2) premature, (3) abortion, (4) 
placenta previa centralis. 


In a previous paper I directed attention to the occurrence of 
toxzemia in association with placenta previa.’ Miller? found 
albuminuria in 19 out of 46 cases—q1 per cent. and, in the Clinical 
Report of the Jessop Hospital, Sheffield (1924), 17 out of 30 cases 
of placenta praevia are classed with the toxzemias of pregnancy, 
that is 56 per cent. I have suggested that the toxamia which 
develops in this condition is due to the absorption from the 
traumatized praevia portion of the placenta and the occurrence of 
the acute toxzemia, e.g., eclampsia, in association with the first 
clinical manifestation of the condition, 7.e., bleeding, suggests 
that this view is justified. On the other hand, that this is not the 
sole relationship has been impressed upon me during the reading 
of the case-records of placenta praevia, in which there is found in 
high incidence an abortion-premature labour sequence exactly 
similar to that so common in toxzemic histories. (See Table V1). 
This suggests that the factors underlying the occurrence of 
placenta praevia and those behind toxzemia may be identical. This 
point, for lack of space, I must leave for discussion in a future 
communication, 


SUMMARY AND DISCUSSION, 

These investigations indicate that in women who develop 
convulsive or non-convulsive eclampsia, there is present some factor 
which is tending to cause placental damage. In some, probably 
the majority of the instances in which this occurs, a rapid ending 
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of pregnancy by abortion, accidental hemorrhage, premature or 
still-birth ‘takes place and there is no toxemia. Toxamia occurs 
only when, after placental damage, the abortion or premature 
birth does not occur soon enough or quickly enough, and a large 
mass of dead or degenerating tissue is left within the uterus in 
immediate relation to the maternal blood-stream. One can,con- 
ceive that the factors which cause placental damage may be local 
or general. In the present state of our knowledge we can only 
speculate, but infection must necessarily thrust itself to the tore- 
front in our search for any such acquired causes, e.g., chronic 
endometritis, metritis and cervicitis and local infection. As many 
workers have pointed out, the frequent febrile temperature 
associated with eclampsia is suggestive of an infective basis, e.g., 
Talbot’ and Stroganoff". 

It is conceivable that the causes of the placental damage are 
not specific in nature and that they may be of several’ kinds. For 
example, it is well known that plural pregnancy may determine 
toxzemia ; in my series three cases of eclampsia (6.4 per cent.) and 
11 cases of non-convulsive toxzemia (4.4 per cent.) occur in com- 
bination with twins. We know that in plural pregnancy there is 
a tendency to premature birth and this may be an index of the 
danger to which the double placentae are exposed and which under 
certain conditions may culminate in toxzmia. 

Many workers have shown that syphilis is negligible as a cause 
of toxzemia and we must conclude that the factor behind the arrested 
pregnancies in toxazemic cases acts in some way different from the 
method adopted by the spirochaete of syphilis. In this connexion 
it is interesting to note that, whereas in toxzemic cases characteristic 
placental lesions are found, in syphilis the placenta seems to suffer 
no such characteristic damage. 

The recognition of the high incidence of recurrence in true 
eclamptic toxzmia and, in eclamptic cases, of the considerable 
tendency there is to recurring abortion and premature labour, etc., 
makes necessary a revision of our views regarding so-called ‘“‘neph- 
ritic’’ toxemia. The distinction which has generally been drawn 
between the eclamptic and non-recurrent and the nephritic and 
recurrent toxzemia is shown to have lost its sanction. This state- 
ment, of course, does not apply to those comparatively few cases 
of antecedent kidney disease due to scarlet fever, which are sharply 
marked off from the specific pregnancy toxemia, in which the 
nephritis is secondary. There is now much evidence for the view 
that the eclamptic and the recurring toxzemias have a similar origin 
in the diseased placenta and that in both types the kidney lesion 
is secondary and is often aggravated by the placental damage which 
occurs in successive pregnancies. 
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The exact chemical nature of the poisons responsible for 
eclampsia is still undetermined. In a previous paper | have drawn 
attention to the general resemblance between wound shock due 
to massive tissue damage and the eclamptic phenomenon. It is 
known that duting the destruction of protoplasm very toxic 
elements can be produced, e.g., histamine and tyramine, and for 
long I have urged that similar elements might be set free in a 
disintegrating placenta. Hofbauer’? has advanced suggestive 
evidence along these lines. By injecting histamine in massive 
doses directly into the heart blood of pregnant animals he has, in 
some cases, been able to cause great engorgement of the uterine 
vessels, associated with oedema and hemorrhage into the uterine 
wall and placenta, t.e. a condition resembling accidental hamorr- 
hage in the human subject. As histamine, however, causes 
depression of blood pressure it cannot be considered as the sole 
factor operating in toxamic cases. It is not inconceivable, how- 
ever, that it constitutes one important element in the process. 
If so, it would be possible to explain the necrotic changes and the 
hemorrhages in the uterine wall, as also the marked collapse and 
shock, which often characterize such cases, as due to a massive 
local liberation of some chemical body of the histamine order in the 
damaged placenta. In this view the retroplacental hemorrhage 
would be regarded as a sequel of the placental damage and as the 
sarliest local manifestation of a toxic process, which, in many 
cases, however, may not spread its influence beyond the uterus. 
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As the treatment of malignant disease with radium is still in the 
early stages, and as many points regarding technique of applica- 
tion, dosage, duration of exposure, and selection of appropriate 
cases, are still in dispute, this communication may serve, aleng 
with the other numerous papers published on this subject, to 
help in assessing the proper place that radium should occupy in 
the treatment of carcinoma. 

The effect of radium on carcinoma of the cervix only is 
discussed here, and it has to be emphasized that all the cases 
under consideration—g97 in number—were inoperable by the 
usual clinical standards. 

In Cardiff, radium has been used for this purpose since the 
middle of 1922, so that it is only now, with the experience of 
that period behind us, and with a suitable number of cases to 
study, that definite conclusions can be reached. 


Technique. 

Our technique is substantially the same as that described in an 
earlier paper. After preliminary cleansing and with the patient 
under anesthesia, 150-170 mgs. of radium—75 to 85 mes. of radon 

are inserted, partly into the cervical canal and partly into the 
outlying parts of the growth, and kept in position by firm packing 
for 24 hours. In some cases the insertion has been for 48 hours, 
but no additional benefit has been noticed. 

The further treatment of the case depends entirely on the 
clinical course; no scheme of one, two or three applications at 
particular intervals is laid down; one case may react well and 
apparently permanently to one application, while another case, 
clinically similar, may require several applications. 


*Read before the Sixth British Congress of Obstetrics and Gynecology, 
Manchester, England, April, 1927. 
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Our experience entirely supports the dictum of Ward of New 
York, who lays it down that every case of this sort represents an 
individual problem and must be treated as such. 

The following points in technique are particularly to be noted : 

1. Preliminary vaginal douching before radiation is of great 
value in cleansing the growth and washing away discharge. 

After radiation it is of equal value in preventing adhesive 
vaginitis, as pointed out by Hayward Pinch, and the patient is 
always instructed to douche night and morning for three weeks 
after radiation. 

2. The cervical canal should alwavs be explored with a sound 
before radium is applied. If this procedure be omitted, a small 
pyometra may pass unrecognized. 

3. After radiation the pelvis is usually X-rayed in order to be 
sure that the tubes are lying in proper position. If a tube should 
slip out and lie unprotected in the vagina it may cause fistula 
formation. 

4. Our experience, contrary to some others, is that anaesthesia 
is required for a thorough investigation of the condition and for 
exact insertion of the radium tubes. 

5. While at first the radium tubes were guarded by rubber, 
this has been abandoned for some years without noticeable ill 
effects. 

6. At the time of first insertion a piece of the carcinoma is 
removed for microscopic examination, and this is repeated, as 
far as possible, at each subsequent examination. 

7. The radium is inserted without previous scraping or curet- 
ting of the primary growth. Such scraping may possibly tend 
to disseminate the growth, and it certainly increases the bleeding 
and interferes with vision and exact insertion of the radium tubes. 


Contra-Indications to Radium. 

Every case of advanced carcinoma of the cervix is not suitable 
for radium treatment. In some cases radium may do more harm 
than good, and the following contra-indications may be laid down. 

rt. Severe anemia. In cases blanched from excessive blood- 
loss, radium treatment is often followed by severe systemic 
disturbance, shown by pelvic pain, nausea and ‘irregular pyrexia 
with an occasional rigor. Generally speaking, also, the local 


result of treatment is not good in such cases, the symptoms are 
not influenced, and early death ensues. 

In such cases the anemia should first be treated by rest and 
the administration of iron or salines or even, if necessary, by blood 
transfusion before radium is applied. 


One is justified in saying that with a red cell count of less than 
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three and a half millions, radiation is undesirable, and that at, or 
below, three millions it is contra-indicated. 

2. A foul sloughing surface to the carcinoma is a second 
contra- indication. In such cases immediate radium treatment is 
apt to he followed by massive necrosis and considerable toxzemia. 
Such cases should be treated by douching and by swabbing the 
foul surface from time to time with iodised phenol until the surface 
is clean. 

3. As mentioned previously, if a pyometra is found, radiation 
should be delayed until the uterine cavity has been thoroughly 
drained. We make it a routine practice to explore the cervical 
canal in all cases in order to detect this complication, and it is 
worthy of note that in every case in which pyometra has been found 
it was unexpected, there being no pyrexia or abnormal uterine 
enlargement. 

4. The presence of inflamed appendages would also cause one 
to postpone radium treatment. This complication may be very 
difficult to elicit even under anzesthesia, being often masked by 
the parametrial thickening, but it should always be sought for, 
and even if suspected only, radiation should be postponed until 
the condition has subsided under rest and palliative douching. 

5. Fistula formation is an absolute contra-indication for radium, 
and if such a complication develops during treatment radium is not 
again applied. 


CLINICAL RESULTS. 

The histological effects of radium on the cancer cell have been 
described by Donaldson and Canti, by Ewing, by the present writer, 
and by many others, and it is proposed to consider here only the 
clinical effects. 

In a case reacting satisfactorily to radium, the clinical changes 
consist in progressive diminution in the size of the growth with 
increasing hardness, denoting cicatrization, and decreasing 
tendency to bleed on manipulation. The surface becomes covered 
with a slough, and this may take some weeks before it is separated. 
As healing progresses the cervix becomes more and more cicatrized 
and progressively drawn up into the vaginal vault, so that the final 
result is a small puckered cicatrix at the top of the vagina, the upper 
part of which is often also puckered by fibrosis. At the same time 
it is usual for the parametric fibrosis to clear up so that the uterus 
becomes more mobile. 

Even in successful cases these healing changes occur at very 

rarying speeds, sometimes after one and sometimes only after 
several applications, 
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Lilian Farrar of New York, has recently described the following 
five stages in this process of healing reaction :— (1) hyperaemia 
one week after the dose ; (2) slough formation on the surface of the 
cervix three weeks later; (3) separation of slough one month later, 
leaving a clean healing surface; (4) a stage of contraction due to 
the formation of fibrous tissue, after another month; and (5) a 
final stage of marked contraction. 

These findings are in general accord with our own, but, as 
stated, the time factor has been found to be more variable. The 
clinical course of our cases may be described as (a) successful when 
the above changes occur in the growth and the condition remains 
healed; (b) temporarily successful when the condition progresses 
to clinical cure but again breaks down; (c) partly successful when 
the carcinoma partially heals and then regresses; and (d) 
unsuccessful in a few cases in which the radium has appeared to 
exert no retarding effect and a fatal issue has been rapid. 

At an earlier stage of the investigation we spoke of cure, but 
further experience showed that in a certain number of so-called 
cures the ulcer broke down again and the symptoms recurred ; so 
that we now classify the successful cases as alive, and these may 
be progressing satisfactorily or not; other cases are known 
to have died at various times; while again others have been lost 
sight of or have failed to report when written for. Under these 
categories our cases may be classed thus :— 

Alive 
Dead 


Failed to report 


Under these three headings are included five cases in which 
fistulze occurred. 


Patients Still Alive. 

Of the cases still alive one was treated first in 1922. She had 
altogether five applications of radium, the last being in July 1925. 
Local symptoms have cleared up and the general condition ts 
improved, but since January 1926, a recto-vaginal fistula has 
been present. 

Of the 1g patients in whom treatment was started in 1923, only 
two are known to be alive, while 10 have failed to report. 

These two cases are both free of symptoms and show only a 
puckered scar at the vaginal vault, one four years and the other 
three years after the first radiation. The former had three and the 
latter one application of radium. 
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In 1924, 17 patients were treated by radium, and of these six are 
known to be alive. Three cases have had one application each of 
radium, one has had two applications, and the other two cases have 
each had three applications. 

Of these six cases, five can be regarded as clinical cures, as 
the women have no symptoms, go about their duties, and on 
examination show merely a puckered cicatrix at the vaginal vault. 
The other patient—one of those who had three radiations—is 
improved but has had occasional bleeding and some persistence of 
ulceration. 

In 1925, 29 new patients were radiated, and eight of these are 
known to be alive. A vesico-vaginal fistula has developed in one 
case and a vesico-recto-vaginal fistula in another. These latter 
cases had respectively one and two applications of radium, while 
in the other six cases, one had one application and five had two 
applications. , 

In two cases the symptoms and local signs have cleared up and, 
so far, the patients are clinically cured; in three cases the condition 
is much improved, while in one case the local condition has entirely 
cleared up, but the general condition has deteriorated, the patient 
has lost about three stones in weight, has large masses of pelvic 
glands, and is going down hill. 

The conditions in the cases with fistula will be discussed later. 

Of the 25 patients treated for the first time in 1926, 16 are known 
to be alive. This improved proportion is due, no doubt, partly to 
the recent institution of.treatment, but also partly to the fact 
that our follow-up of cases is now much improved. — In earlier 
years, as will be shown, many cases were lost under the heading 
of ‘‘Failed to Report.” 

The patients still alive may then be tabulated as follows : 


‘FApEr. I. 


Year. Satisfactory. Unsatisfactory. Total. No. 


1922 , 3 
1923 19 
1924 17 
1925 29 
1926 25 


97 


It is of value to analyse the improvement in the symptoms 
correlated with the improvement in the local condition in the 30 
patients—the three with fistula are excluded—who are still alive, 
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Hemorrhage has been completely controlled in 20 cases; in eight 
cases it has recurred or persisted to only a slight degree; while in 
only two cases has the amount been marked. 

The vaginal discharge has ceased in 16 cases; it has persisted 
to a slight degree in six cases; while in six cases it has been of fair 
amount, and profuse in another two cases. 


Pain has been completely relieved in 13 cases. It has been 
described as “‘slight’’ in five other cases, while in 12 cases it has 
been definite, severe, and persistent. 

It will beseen that pain is the symptom least affected by 
radium : indeed, in some of the cases it has appeared to be aggra- 
vated by radiation. 

Loss of weight was absent in 22 cases, and in six of these the 
weight has definitely increased after radiation. Some loss of weight 
was reported in six cases, while in one case the patient became 
very thin and lost fully three stones in weight. 

Invalidism was absent in 25 cases. These patients were able 
to go about and do at least a part of their ordinary domestic duties. 


Five patients became unable to perform housework and_ three 
others are bedridden. 


Bowel symptoms were absent in 27 cases, and in only tnree 


did constipation develop subsequently to radiation. 

Bladder symptoms also were few. In 26 cases there were no 
urinary symptoms during treatment, frequency of micturition 
developed in two cases, and in another two cases definite dysuria 
was present. 

The symptoms mentioned above were all definitely inquired 
after when a patient was seen for the first time and at every sub- 
sequent visit. 

Local examination revealed the tumour reduced to a puckered 
nodule retracted up into the vaginal vault in 13 cases. In one of 
these, however, and in spite of the local improvement, a large mass 
of glands had developed in the right iliac fossa. 

In another 13 cases ‘the tumour had become smaller and 
less hemorrhagic on palpation, but had still persisted; while in 
four cases the radium had produced no clinical change in the 
original condition of the carcinoma. 

In the 12 cases in which the tumour was represented by 
a puckered scar at the vaginal vault, slight discharge had persisted 
in four; slight or definite pelvic pain was present in five; in five 
cases weight had been added; constipation had developed in one 
case, and dysuria in one case. These patients were all going about 
their domestic duties, 








Skiagram to show the radium tubes in position. The larger one are 
more central and the smaller ones inserted towards the periphery of the 
cervix. 


Schematic Representation of Radium Insertion in Carcinoma of the 
Cervix. The Circle Represents the Cervix and the dotted line an extension 
laterally. 


At (A) 50 or 100 ngs. are inserted into the cervical canal; at (B) 10 gms. 
are inserted round the periphery ; at (C) another 25 mgs. are inserted. The 
maximum effect of the rays is experienced round the various tubes but at 
(D), (D) the effects of two sets of tubes meet giving a cross fire effect. 
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Dead. 


Of the seven cases in which treatment was started in 1922, 
three are known to be dead; death ensued in one month and 
seven months (two cases) respectively. 

In 1923, 19 new patients were treated, and six of these are known 
to have died. The duration of life after the beginning of treatment 
was five, four, 12, six months, and three years and three months, 
and two years and nine months respectively. [In this last case 
a vesico-vaginal fistula developed. 

Of the cases in which treatment was started in 1924 (17) four 
are known to have died. The duration of life was three, nine, five, 
and 13 months. 

In 1925, 29 new patients were treated and 16 of these have died. 
Death ensued in these cases in one month (two cases), three (three 
cases), four, five, six (two cases), seven (two cases), 10, 11 (two 
cases), 12 and 16 months after the first radiation. 

Ten cases out of a total of 25 in which treatment was first 
instituted in 1926 died. Death ensued in one month, three, four 
(three cases), five (three cases), six and eight months. One patient, 
who lived five months, developed a vesico-vaginal fistula. 

The cause of death, when reported, was usually increasing 
weakness from toxic absorption or ascending renal infection, when a 
fistula developed, but two cases were reported as dying of intestinal 
obstruction, one of pyzemia, and one of general exhaustion follow- 
ing the development of a large abscess in the right buttock. 


The average duration of life in these 39 patients from the first 
application of radium was about 6} months, but the condition was 
very advanced in each patient when she first came under obser- 
vation, and symptoms had been present for many months. In the 
great majority of these cases hzemorrhage was controlled by the 
radium; in about half the cases pelvic pain was either unrelieved, 
increased in amount, or appeared for the first time after treatment 
began. It is to be emphasized that the prognosis as regards the 
result of radium treatment is to be most guarded, and we know of 
no criteria that will indicate that the result will be good in one case 
and bad in another; often an apparently hopeless carcinoma has 
improved beyond knowledge, while one not so advanced has 
rapidly progressed in spite of radium. 


Failed to Report. 

The consideration of these cases need not delay us long. 
While it is not possible to know the ultimate fate of these cases, 
there is little doubt but that the majority of them have died. 

From a consideration of the reports they have been divided into 
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(1) those probably dead, the greater number, and (2) those probably 
alive. 

In the former category are 23, and in the latter two cases, and 
particulars regarding the year of institution of radiation can be 
obtained from Table No. II. 

It is to be noted that, with improved methods of investigation, 
none of our cases treated for the first time in 1926 are in this class. 


Fistula Formation. 


Fistula have developed in five cases. 


Recto-vaginal fistula occurred in two cases. In the first of 
these cases radiation was started in June 1922, and the fistula was 
found in January 1926-—three years and seven months later. The 
original carcinoma has reacted well to radium; this patient is alive, 
and but for this complication is well now. This was a case in which 
a previous subtotal hysterectomy had been performed, with develop- 
ment of carcinoma on the cervical stump. 

The second case came under treatment first in March 1923, and 
the fistula was found in July 1926—-three years and four months 
later—when the patient was admitted to hospital with acute 
intestinal obstruction, from which she died. 


Vesico-vaginal fistula was also present in two cases. In the 
first of these it developed five months after the first radiation, and 
in the second case three months after radiation. The latter case 
died two months after the fistula developed, but the first case is still 
alive. 


Recto-vesico-vaginal fistula developed in one case. In this 
patient the rectal fistula appeared eight months after the first 
radiation, while seven months later the vesical fistula was found. 
She is now bedridden and in poor condition, but still alive. 

The following table shows the results of our treatment in cases 
of carcinoma of the cervix to date :— 


TABLE II. 


Year. Alive. Dead. Failed to Fistula. 
Report. 

1922. Alive. 

1923. 10 Dead. 

1924. 

1925. Alive. 

1926. Dead. 
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CONCLUSIONS, 

The following conclusions may be drawn from a consideration 
of the above cases. 

1. Radium is a most potent palliative, and in a small proportion 
of cases curative, agent in cases of carcinoma of the cervix. In 
considering the small number of ‘‘cures’ it has to be remembered 
that all the cases discussed were advanced beyond operability. 

2. Apart from ‘‘cure’’ the relief of symptoms, especially 
hemorrhage and discharge, is most marked in the majority of 
cases, and this alone is a’sufficient justification for the use of radium 
in these cases. 

3. The effect of radium on a particular case of carcinoma cannot 
be foretold. It may be brilliant or nil, so that prognosis has always 
to be guarded. 

4. There is no clinical or histological evidence that, in a case 
reacting unfavourably, radium has any effect in stimulating the 
growth of the tumour 

5. Fistula formation is a_ well-recognized complication of 
advanced carcinoma of the cervix, and it cannot be shown that 
radium properly applied is a predisposing agent in this direction. 

6. Radium can and will kill the cancer cell, but only when the 
latter is directly exposed to the rays of the former. Therefore, 
although the primary growth may be beneficially affected, distant 
involved parametrial glands are unaffected, and one of the main 
problems is that of improved technique of application, so that as 
many carcinomatous cells as possible may be brought under the full 
effect of the radium at once. . 


The discussion on the foregoing paper will be found on p. 396. 





Some Pathological Forms of Corpus Luteum.* 


By WILFRED SHaw, M.A., M.B., B.Ch. (Cantab), F.R.C.S. (Eng.) 
From the Department of Gynecology and Obstetrics, 
St. Bartholomew’s Hospital, London. 


At the present day the characters of the corpus luteum have been 
fairly accurately established. This holds not only for lower animals 
but also for Man. In Man the old difficulties of determining the 
date of ovulation and of deciding the origin of the large lutein cells 
of the corpus luteum have been removed, mainly because of the 
importance of using for material accurately timed specimens has 
become recognized, but also because the histological peculiarities 
of the atretic forms of the follicle have been appreciated. The 
application of the first of these principles has led to ovulation being 
established as occurring in the intermenstrual phase on about the 
14th day of the cycle and the second principle has led to the origin 
of the large lutein cells of the corpus luteum being traced to the 
granulosa layer of the follicle. The rapidity with which the corpus 
luteum attains maturity is one of the most interesting of its features, 
and by the 19th day of the cycle, the corpus luteum is mature with 
its large lutein cells packed together to produce convolutions and 
with the smaller theca interna cells scattered at the periphery and 
entering the septa between the convolutions. The corpus luteum 
in pregnancy retains the broad general structure of the mature 
corpus luteum of the menstrual cycle. But in the case of the corpus 
luteum of the menstrual cycle, the lutein cells change their 
character on the day prior to menstruation, becoming richly lipoid 
in character; these changes are accompanied by a gradual replace- 
ment of the corpus luteum by hyaline tissue. But it is not until 
nine months have elapsed that the lutein cells have completely 
disappeared and only the structureless hyaline corpus albicans 
remains to indicate the existence of a body whose amazingly rapid 
growth and specific physiological influence constitute one of the 
most interesting of the cellular developments of the tissues of the 
adult. 

If the development and peculiarities of the life history of the 
corpus luteum be considered, it is clear that at three phases it 


*Read before the Sixth British Congress of Obstetrics and Gynzecology, 
Manchester, England, April, 1927. 
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undergoes very well marked changes which might theoretically 
place it structually in a condition of instability. The first of these 
is at the time of ovulation, when the ovum is expelled and sudden 
release in pressure occurs within the follicle and when the granu- 
losa cells commence to take on lutein characters. The second is 
when the extraordinarily active growth of the corpus luteum is 
taking place between the time of ovulation and the 19th day of the 
cycle, and the third when the corpus luteum is changing from the 
structure which is producing the changes in the uterus preparatory 
to the embedding of the fertilized ovum to the richly lipoid body 
which probably, to a great extent, controls the secondary sex 
characters of the adult female in the child-bearing period. Because 
of these phases of instability it is to be expected that abnor- 
malities will arise at these times and, that at the time of ovulation, 
the instability may lead to the formation of structures which differ 
very markedly from the corpus luteum. 

Again it is reasonable to suppose that as the corpus luteum acts 
as an organ of internal secretion it must influence and be influenced 
by the other ductless glands of the body—if the relations between 
the other organs of internal secretion be recalled. For example, 
it is extremely probable that the changes in the breasts and in the 
thyroid during the premenstrual phase and in the thyroid and 
pituitary during pregnancy are primarily related to the corpus 
luteum of the ovaries. Although such statements are difficult to 
prove, it is possible from the theoretical point of view that some 
disturbances in the functions of the ductless glands will be followed 
by abnormalities in the corpus luteum. 

It is the purpose of this paper to give an account of some patho- 
logical forms of the corpus luteum that have been met with. The 
list does not comprise all the known pathological forms: it repre- 
sents the experience of the author and is not to be regarded as com- 
plete. As will be seen later, certain of the more obscure pathological 
forms have some relation to the theoretical outline given above, 
others are easily explained by elementary pathological principals, 
while for others no satisfactory explanation can be offered. Further, 
certain pathological derivatives of the follicle which are probably 
produced in the same way as corresponding pathological forms 
of the corpus luteum required mention, not only because they 
illustrated the etiology of the corpus luteum forms but also because 
at the time of writing they have not been previously dealt 
with in a satisfactory way. Because of this, the paper will be found 
to be more involved than its title would suggest, but it was con- 
sidered that this was necessary for the adequate explanation of 
certain of the pathological forms of the corpus luteum. As certain 
of the pathological forms indicated below have already been dealt 
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with extremely ably by previous authors they will not be considered 
in great detail and in the main only more recent or additional 
observations will be recorded. 

The most recent classification of the abnormal forms of the 
corpus luteum is that of Novak and Te Linde’, who group them 
under two headings, physiological and pathological as below :— 


Physiological : 


Cyst, Hemorrhagic form, Corpus luteum of pregnancy. 


Physiological : 

1. Corpus luteum abscess; 2. Corpus luteum cyst, (a) recent, 
(6) old; 3. Corpus luteum haematoma, (a) recent, (0) old. 

4. Corpus albicans cyst; 5. Corpus albicans hematoma; 
6. Combined types; 7. Luteoma. 

Excellent though this classification is, two obstructions may 
be raised: first, certain important forms are not included and, 
secondly, it is perhaps too complicated. The individual forms will 
now be considered in detail. 


Inflammatory Types. 

The frequency with which odphoritis complicates salpingitis 
is well known: consequently specimens of inflamed ovaries are 
often obtained. In these cases the ovaries show the usual histo- 
logical features of inflammatory processes, namely hyperzmia, 
oedema and round-celled infiltration and these characters are found 
in the corpus luteum. In minor degrees of odphoritis the 
changes may be only microscopical, but in severe cases sup- 
puration may occur and the ovary may become riddled with small 
abscesses, some of which are bounded and enclosed by peritoneal 
adhesions while others invade and involve the corpus luteum. The 
inflamed corpus luteum shows the typical histological appearances 
of an inflammatory process. It is larger than normal because of the 
associated hyperamia and oedema, and round cells are found 
scattered amongst the lutein cells. The importance of these changes 
is that the hypereemia may lead to interstitial haemorrhage and 
hematoma production. The frequency with which blood cysts and 
hzematomata are found in inflamed ovaries is well known and it is 
common to find the corpus luteum involved in one of these haemato- 
mata. This is explained by the normal developmental changes of 
the corpus luteum, for in the proliferative phase when the lutein 
cells are rapidly growing, thin-walled capillaries develop between 
them and any increased hyperemia will then be prone to cause 
rupture of these capillaries and result in a corpus luteum 
haematoma. 





Pathological Forms of Corpus Luteum 303 


It is well known clinically that amenorrhoea rarely accompanies 
inflammatory conditions of the adnexa so it must be assumed that 
the cyclical functions of the ovaries are not inhibited by inflam- 
mation of the ovaries and this is borne out by the demonstration 
of corpora lutea in the ovaries. On the other hand, the symptoms 
of irregular cycles and menorrhagia are common and histological 
investigations afford an explanation of these symptoms. Because 
of the hyperzemia of the ovaries it is the rule to find ripening follicles 
with enormous engorgement of the theca interna layer and it is 
possible that this will lead to premature ovulation and so cause a 
disturbance of the menstrual rhythm. In specimens of inflamed 
corpora lutea the lutein cells are almost invariably larger 
than normal—in some cases they attain a size greater than 
in early pregnancy. This enhanced amount of lutein tissue, it is 
supposed, will produce excessive premenstrual changes in the 
uterus—a true hyperplasia of the endometrium—and when this 
breaks down during menstruation the disintegration of a larger 
amount of tissue than normal will result in excessive menstrual 
loss and in this way the symptom of menorrhagia can be explained. 


Cystic Forms of the Corpus Luteum. 

Cystic corpora lutea are fairly frequently met with. They are 
lined with granulosa lutein cells which are arranged to produce a 
convoluted outline similar to that in the normal corpus luteum, with 
paralutein cells at the periphery and in the septa convolutions are 
flattened out, less obvious and with the lutein layer cells between 
the convolutions, but because the structure is cystic they are 
thinner than in the normal corpus luteum. The cavity contains 
clear serous fluid in which strands of fibrin and a few connective 
tissue cells can be seen. It is the rule that blood is not found in the 
cavity. Cystic corpora lutea are most commonly met with in early 
pregnancy and particularly in cases of ectopic gestation. The cysts 
never attain a great size; usually they are from one inch to one and 
a half inches in diameter. They are also met with apart from 
pregnancy and are then often associated with definite symptoms, 
viz., pain in the back, congestive dysmenorrhoea and dyspareunia. 
Not infrequently the uterus is retroverted, the affected ovary is 
enlarged and extremely tender. There is no disturbance of the 
menstrual rhythm. Histologically there is no evidence to suggest 
that the cysts are inflammatory in origin and they possess no special 
features themselves, but in all the cases I have met with—-apart from 
those found in pregnancy—another corpus luteum has been present 
in the same ovary which corresponds with the same cyclical phase 
as the cystic corpus luteum. What the etiology and significance 
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of corpus luteum cysts may be is unknown and from the specimens 
examined no clue has been found. 


Pathological forms related to the time of the First Critical Period. 
It has been shown elsewhere? that at the time of ovulation there 
is abundant activity within the ovaries. This activity concerns not 
only the follicle which ripens and has the distinction of shedding 
its ovum but also the other ripening follicles which subsequently 
undergo atresia. Normally in the process of atresia the granulosa 
cells degenerate and subsequently disappear, while in the early 
stages the theca interna cells hypertrophy. In certain pathological 
circumstances although a corpus luteum is formed normally the 
mechanism of atresia of the remaining ripened follicles is disturbed. 
In these cases theca interna proliferation proceeds normally but the 
granulosa cells behave abnormally, they do not degenerate but 
become luteinized. In the cases under consideration the structure — 
produced is not a corpus luteum, it is spherical and cystic, the 
granulosa layer is not greatly thickened and no convolutions are 
produced. The main features of this structure are therefore a theca 
interna layer which corresponds very closely to the theca interna 
layer of an atretic follicle and a thin granulosa layer which is 
flattened and shows no convolutions, in which some of the granulosa 
cells have undergone luteinization, and are of a size comparable 
with the lutein cells of a proliferating corpus luteum. (Fig. 4). 
Such cysts are uncommon, they have no clinical importance for 
they never become more than one inch in diameter and can only be 
recognized microscopically. Their interest is mainly academic 
for in the same cyst, luteinization of both granulosa and theca 
interna layers may be demonstrated. Schréder* has recently shown 
in a very able paper that this process of luteinization of the granu- 
losa layer of atretic follicles may be seen very beautifully in the 
ovaries of cases of hydatidiform mole. Schréder concludes that 
these ovarian changes are the result of a stimulus emanating from 
the trophoblast of the mole. This bears out the experiments of 
Aschner* who produced cystic changes in the ovaries of the rabbit 
as a result of the injection of placental extracts. On the other hand 
these cysts are found independently of pregnancy, having been met 
with in cases of uterine fibroids and in cases of irregular hamorr- 
hage. It is clear that in these cases there is no question of their 
production being determined by a trophoblastic hormone and the 
only abnormality in the ovaries in these cases is hyperemia. It is 
as yet unknown what factor determines the development of lutein 
changes in the granulosa cells. It is far too seldom emphasized how 
intricate are the processes which occur normally in the sexual 
glands and how ignorant we are of them, and this example—the 
causation of luteinization in the granulosa cells of the follicle after 
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ovulation —is a case in point. It is a phenomenon extremely difficult 
to explain. One is very sceptical of considering that the ovum 
itself determines these changes, although the incidence of these 
cysts in cases of hydatidiform mole lends support to this hypothesis. 
But it is difficult to believe that the microscopical ovum suspended 
either in the peritoneal cavity or in the lumen of the Fallopian 
tube and not in contact sufficiently direct with the maternal tissues 
to allow any interchange of substances with the maternal circu- 
lation, can control this production of lutein tissue. For these 
reasons it is suggested that at the present time the changes in these 
pathological cysts should be attributed to hyperemia: later when 
the details of the hormone—for hormonic this factor must certainly 
be, are known, this explanation can be suitably modified. 

Up to the present no name has been given to these cysts, 
but because they may show further pathological changes of 
considerable importance some terminology must be used and it is 
suggested that these cysts be termed granulosa lutein cysts. 
(Fig. 4). 

Because of the associated hyperemia it is only rarely apart 
from cases of hydatidiform mole that these granulosa lutein cysts 
are seen in their simple form. Almost invariably there is much 
hyperemia of the granulosa lutein layer which results in inter- 
stitial heemorrhage into the cavity of the cyst. 

In these cases of granulosa lutein cysts, the granulosa lutein 
cells are undoubtedly under the control of the same hormone which 
dominates the large lutein cells of the corpus luteum, for the lutein 
cells of the two structures correspond in form at the same phase of 
the cycle—for example, in a specimen obtained which showed both 
a corpus luteum and a granulosa lutein cyst in the same ovary, the 
large lutein cells of the granulosa lutein cyst corresponded in every 
way to the lutein cells of the corpus luteum. Again granulosa 
lutein cysts undergo a process of atresia somewhat similar to that 
occurring in the atretic follicle for similar changes occur 
in theca lutein cells; the granulosa lutein cells, however, follow 
the course taken by the lutein cells of the corpus luteum, becoming 
infiltrated with fatty acids so that in paraffin embedded sections 
the cells are translucent. Later the granulosa lutein layer is replaced 
by hyaline tissue from the glass-membrane. In cases in which blood 
has been effused into the cavity of the cyst, blood pigment is 
deposited in the connective tissue cells in the cavity and the result- 
ant atretic form which corresponds to the corpus atreticum of the 
normal process of atresia, is easily recognized by these pigmented 
cells in the cavity and by a thin ring of translucent lutein cells 
within the hyalin lamina. 
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As will be seen later, the simple granulosa lutein cyst becomes 
of extreme importance when considering certain pathological forms 


Pathological Forms arising at the Second Critical Period. 

The two great characteristics of the proliferating corpus luteum 
are the rapidity with which the lutein cells hypertrophy and the 
presence of thin walled rapidly growing capillaries in the lutein 
layer. The capillaries are found amidst the lutein cells, have thin 
walls and are much engorged. It follows that in any condition of 
hyperemia of the ovaries there will be a tendency for these capil- 
laries to rupture and to give rise to localized hamorrhages in the 


is effused 


into the 


cavity oi the corpus luteum. In either case a hemorrhagic corpus 
luteum or as it is usually termed, a corpus luteum hematoma will 
result. If the hemorrhage is extreme the pressure within the cavity 
will be greatly increased and a point may be reached when this 
pressure exceeds the resistance of the wall of the corpus luteum and 
Histological examination shows that the 
weakest portion of the wall of the corpus luteum is at the stigma : 
here the granulosa lutein layer is thin, the wall being formed 
mainly by theca interna cells and consequently it is at this 
Rupture will thus give rise 
Usually the haemorrhage is not 
sufficiently severe to cause rupture, for while specimens of corpus 
luteum hzmatomata are not uncommon, diffuse intra-abdominal 
hemorrhage resulting from rupture is relatively rare. 
probable that in both cases the same etiology holds. 
proposed to give a detailed account of corpus luteum hzmatomata 
as many cases are on record and the subject has already been dealt 
with adequately by numerous observers, but a few additional 
remarks may be made. From the literature it seems established that 
the majority of cases of corpus luteum hzmatomata with intra- 
peritoneal haemorrhage occur during the proliferative phase of the 
corpus luteum, but rupture may occur at other phases of the cycle 
and it is probable that the explanation offered above although 
holding in the majority of cases it is not the only factor. 
example, in the recorded cases there is often the history of some 
violent movement or of some severe muscular exercise and from 
these cases it seems that trauma plays some part in the etiology. 
But it is certainly not the sole factor otherwise intra-peritoneal 


But it is 
It is not 


For 


It has been suggested 
above that the essential underlying factor is ovarian hyperzemia 
and it is probable that the additional stimulus of trauma may be 
responsible for a corpus luteum haematoma bursting into the peri- 
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toneal cavity and giving rise to diffuse intra-abdominal hamorr- 
hage. 

In the past, various hypotheses have been brought forward to 
explain these cases. Schauta encountered a case following vaginal 
hysterectomy and explained it by assuming corpus luteum rupture 
t» follow the venous congestion ensuing from the operation. [Eng- 
strém suggested that an infective process which was responsible for 
the hypereemia was at work in the ovaries, Mals met with the 
condition in a patient suffering from leukzemia, Lindig stated that 
he had demonstrated an intra-vital thrombosis in the affected ovary 
of his case and others have suggested that changes in the blood 
pressure during the menstrual cycle have been responsible for the 
haematoma. Now all these views postulate an ovarian hyperemia 
but while in a few isolated cases a cause for this hypereemia can be 
found, in the majority of cases no explanation can be given. In 
1916 Forssner® published a paper which attracted much attention, 
in which he stated that in the majority of cases of corpus 
luteum haematoma with intra-peritoneal hamorrhage an ovarian 
pregnancy could be demonstrated if the specimens were examined 
sufficiently accurately, and pointed out that if the literature was 
examined, in those cases in which complete histological investi- 
gations had been made an ovarian pregnancy had been found. 
Forssner concluded that in the cases grouped as corpus luteum 
hzmatomata, ovarian pregnancy could not be excluded unless such 
examinations were carried out. This argument is obviously fal- 
lacious for the corpus luteum present is not a corpus luteum of 
pregnancy, cases have been examined along the lines indicated by 
Forssner and no ovarian pregnancy has been demonstrated, and 
lastly, | do not consider that the illustrations of chorionic villi that 
Forssner gives are convincing. In the specimens of corpus luteum 
hamatomata that I have examined the hyperemia has been wide- 
spread in the ovary, involving not only the corpus luteum but also 
other follicles at various stages of development, an observation 
which suggests that the hyperzemia had been present long before 
the corpus luteum was formed. Corpus luteum hzematomata are 
therefore to be considered as the result of a primary ovarian 
hyperemia which may be sufficiently intense to produce spon- 
taneous rupture and intra-peritoneal heemorrhage, or leads to this 
complication if a further factor of the nature of trauma whether 
direct or indirect ensues. 

It should be emphasized that specimens of corpora lutea with 
hemorrhagic lutein layers or with hemorrhage in the cavity are 
not uncommonly seen. This is probably due to the frequency 
with which specimens are obtained from cases of ovarian hyper- 
emia, for it will be remembered that with uterine fibromyomata 
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and with adnexal inflammations the ovaries are usually hyperemic. 
If the histories of these cases are perused it is found that no local 
symptoms which may be attributed to this condition have been 
present, and it is therefore likely that such ovarian changes are 
much more common than is generally — 

The end result of such a corpus luteum hzthatoma is frequently 
seen in these hyperemic ovaries. The processes of lipoid conver- 
sion and hyaline replacement of the cells of the corpus luteum 
proceed normally, but such organizing corpora lutea or corpora 
albicantia can be recognized through the large amount of blood 
pigment present in the cavity; in early cases blood cells can 
be found, but in old specimens blood pigment is found in the 
substance of connective tissue cells which persist within the cavity. 


Pathological Forms arising at the Third Critical Period. 

It has been shown by R. Meyer, Schréder and others that in 
normal specimens of the human corpus luteum it is exceptional for 
blood to be found in the cavity before menstruation begins, but that 
during and after menstruation it is the rule for the cavity to contain 
blood. At this critical period not only do these vascular changes 
occur but the lutein cells alter their histological form and probably 
also their function. It is not surprising therefore that at these 
phases of the cycle pathological forms are found and these forms 
take the character of corpus luteum hzmatomata which apparently 
differ in no essential respect from the corpus luteum hematomata 
of the proliferative phase. Further details of this type of haematoma 
can be obtained from Zacherl’s paper.®. 

It is not suggested that the above list of pathological forms of 
the corpus luteum is complete, nor does it include all the forms of 
ovarian hematomata. The types corpus albicans cyst and hema- 
toma of Novak have not been dealt with separately for it is not 
considered that they require special mention and they have been 
included under the forms described above. I have had no 
experience of luteoma of the ovary. 


Tarry Cysts Derived from the Follicle. 

It was the main object of this paper to call attention to certain 
pathological forms of the corpus luteum which not only display 
characters of profound interest but which have been badly neglected 
in the past. They present peculiar characters and the changes 
they undergo and the complications to which they give rise are of 
sufficient importance to rival the interest which Sampson’s cysts 
call forth. The main feature of these cysts is that they contain tarry 
material very similar to that found in endometriomata. All cysts 
of this kind are not of corpus luteum origin, some are derived from 
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atretic follicles and will be termed tarry theca lutein cysts, while 
others arise from granulosa lutein cysts but, because a similarity 
exists between all three, they are described together. It is believed 
that they are not produced by inflammation, and for want of a better 
explanation it is suggested that they are related to some endocrine 
disturbance. 

They had not been adequately dealt with, although papers by 
Oettingen,’ Louros,® Mathes,® Stiibler and Haeuber’ had been 
published, until this paper was in progress, when a paper by Brake- 
mann" appeared which deals with them at some length, but as will 
been seen subsequently, his views differ from those expressed in 
this paper. 

The cysts are found in the situation of the ovaries. When 
small, the cysts project from normal ovarian tissue and the 
general shape of the ovary is retained, but with large cysts the 
ovary cannot be recognized with the naked eye, although ovarian 
tissue is found in the wall when histological examination is made. 
With large cysts—the largest met with was three inches in diameter, 
the wall varies in thickness in different situations, ranging from 
quarter inch to paper thickness. The external surface is on the 
whole smooth, but peritoneal adhesions are always present and 
produce roughened areas. In small cysts the wall is complete but 
the larger cysts are found adherent either to the posterior 
surface of the uterus or to other pelvic structures and during 
removal burst and flood the operation area with tarry material 
and if in these cases the specimen is carefully examined after 
removal it is seen that the cyst is a pseudocyst, its wall being 
partly formed either by the organs to which it was adherent or by 
peritoneal adhesions. The peritoneal adhesions are numerous and 
dense. In the majority of cases the Fallopian tubes. are healthy 
and -display no evidence of inflammation and the fimbriated 
extremity is patent. This observation is important for it indicates 
that the cysts are not inflammatory in origin. The material con- 
tained in the cysts is a gummy fluid either as black as tar or dark 
brown in colour and resembling the contents of a hamatocolpos. 
It is clear that these naked eye characters and anatomical relations 
in the abdomen are identical with those met with in Sampson's 
cysts and I do not believe it is possible to differentiate 
between them except by histological examination, [listologically, 
the tarry material consisis of degenerate red blood corpuscles, but 
near the cyst wall a few connective tissue cells and degenerate lutein 
cells can be seen. In the majority of cases the wall of the cysts is 
formed partly by lutein cells. In old forms the lutein cells have 
degenerated and been replaced by hyaline tissue, but the develop- 
ment of the old forms from the lutein containing early eysts has 
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been traced and will be considered subsequently, and it is believed 
that all the cysts described below arise from primary lutein cysts. 
In this way this form of tarry cyst differs essentially from Sanip- 
son’s cysts, for not only do the young cysts contain lutein tissue in 
their wall but the development of the cysts from follicles is easily 
demonstrated by the examination of early specimens. 

This condition’ in the ovaries has been found to be relatively 
uncommon, and only a small number of cases has been obtained, 
but as the cysts are frequently bilateral and as one ovary may 
contain several cysts of this type the number of specimens of tarry 
cysts obtained has been far greater than might be expected. For 
this reason it is proposed to give first, detailed descriptions of the 
histological features of the cysts and later to give the clinical 
histories of the cases. And as three main forms can be recognized 
these will be considered separately. 

The first and simplest form has not been found to attain any 
great size, being present in the ovary as a cyst not exceeding two 
inches in diameter. The cyst is spherical, contains tarry material 
and its wall is smooth. Histologically lutein cells are found in 
the wall. (Fig. 2). These lutein cells are atypical and do not corres- 
pond to any known normal lutein cell. They differ in their 
microscopical characters from the theca lutein cells seen in atretic 
follicles and from the granulosa lutein cells of the corpus luteum 
either of the menstrual cycle or of pregnancy. They have the 
following characters : they are large, equal to or exceeding the size 
of the lutein cells of the corpus luteum of pregnancy and their 
shape is on the whole polygonal. The protoplasm is pigmented : 
a brown tinge is always present and in some cases the pigmentation 
is extreme. The protoplasm is coarsely granular: the nucleus 
stains well, is eccentric, and is spherical in shape. Variations are 
found from these simple characters. In some cases the cell outline 
is indistinct and processes of protoplasm project from the main 
body of the cell. On the whole the cells are separated from each 
other by distinct spaces and this peculiar spacing effect which 
results in a mosaic appearance, is typical not only of this form of 
cyst but also of those to be described later. This arrangement is 
not present in all parts of the same cyst, for in some areas the cells 
are bunched closely together and a cell membrane cannot be 
recognized between adjacent cells. In such cases there is the 
picture of a mass of multi-nucleated lutein protoplasm. These 
features, protoplasmic processes from the cell, a mosaic arrange- 
ment and multi-nucleated lutein protoplasm are foreign to normal 
lutein tissue derived from the follicle. The lutein laver is always 
very vascular—the vascularity of the walls of all types of the: cysts 
under discussion is one of their distinctive features—and two 
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systems of capillaries can be recognized, one lying adjacent to the 
cavity among the superficial cells forming a network in the same 
plane as the lutein cells, while the second runs transversely to this 
system and is seen best in the outer part of the cyst. (Fig. 5). 
These cysts are regarded as pathological, first because they 
contain tarry material and secondly because the lutein cells found 
in the wall are abnormal. Furthermore, the cysts display a further 
peculiarity ; superficial to the lutein cells there is an incomplete 
lining of endothelial cells which in some places become cubical or 
columnar. (Fig. 5). This feature will be dealt with in detail 
subsequently. 

Since lutein cells are found in the wall of these ovarian cysts, 
the cysts must be regarded as of follicle origin. The question now 
arises whether the lutein cells are derived from theca lutein cells 
or from the cells of the granulosa layer. It 


has been found 
extremely difficult to answer this question. 


It may be stated at the 
outset that the general form of the cyst, its smooth wall and its 
lutein laver of fairly uniform thickness suggests a similarity 
between an atretic follicle, but the difficulty has been to demonstrate 


clearly that the lutein cells arise from the theca interna layer. In 


all cases of this type only one kind of futein cell has been present 


and no division into granulosa and theca interna layers has been 
seen. At the periphery no cells are seen which resemble para 
lutein cells, although it is true that sometimes connective tissue 
cells engorged with blood pigment are found in the theca externa 
region. The presence of only one type of lutein cell is in favour of 
the view that the cells arise from theca interna cells for in non- 
pathological forms of the follicle whenever granulosa cells are seen, 
theca interna cells can be recognized in the outer border. Again, 
the cyst wall is smooth with no suggestion of convolutions and in 
the normal corpus luteum convolutions can always be seen even in 
early specimens. Sometimes, however, in these cysts the lutein 
cells are heaped up to produce an arrangement which suggests a 
convolution but on closer examination no connective tissue core is 
found. For these reasons, although they are perhaps slender the 
cells are considered to be derived from theca lutein cells. Con- 
sequently the cyst arises from an atretic follicle. It is suggested 
that the term tarry theca lutein cyst be employed to indicate this 
form of ovarian cyst. 

The second type of tarry cyst is more complicated than the form 
described above for it displays two layers of lutein cells, one derived 
from the granulosa layer and the other from the theca interna 
layer of the follicle, but it does not correspond to a corpus luteum 
because there are no convolutions and again while theca interna 
lutein ceils can be recognized in the whole of the wall, granulosa 
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lutein cells are found only in places. (Fig. 6). This type of cyst is 
considered to arise in a manner similar to that by which a granulosa 
lutein cyst is produced. It will be remembered that this type of cyst 
is spherical, with no convolutions, lined in the main by theca interna 
cells, yet possessing areas of granulosa lutein cells in its walls, and 
that it approaches more to the form of an atretic follicle than to that 
of a corpus luteum. The tarry granulosa lutein cyst presents 
similar characters to those of the tarry theca lutein cyst. The theca 
interna lutein cells are found lining the whole wall of the cyst and 
possess fairly similar features. In the tarry granulosa lutein cyst 
however, these cells tend to be more irregular in outline and in some 
cases there is no cell outline to be seen. In such cases the cells 
stain badly and are widely separated from each other. Some of the 
theca interna lutein cells contain a large amount of blood pigment 
and give the iron reaction microchemically. The granulosa lutein 
cells are found only in isolated areas but in these situations there 
is an ingrowth of connective tissue from the periphery which pro- 
duces the appearance of a convolution. The granulosa lutein cells 
in these situations are numerous; on the whole they stain badly and 
have a very indefinite outline. (Fig. 7). A trace of iron can be 
demonstrated in their protoplasm. The granulosa layer in early 
cases is very vascular but in older forms connective tissue cells are 
found in this layer and there is a replacement by hyaline tissue 
similar to that met with in the case of the normal corpus luteum. 

In most cases, if specimens are examined carefully, a dividing 
line can be seen between the two types of cell, but the cells corres- 
pond very closely and their differentiation may be difficult. They 
differ first because more pigment and iron is contained in the theca 
interna cells and secondly because the granulosa lutein cells are 
larger than those of the theca interna layer. (Fig. 3). This type of 
cyst is more frequently seen than the tarry theca lutein cyst. It 
shows an endothelial or cubical epithelial lining. (Fig. 6). This 
feature will be dealt with subsequently. 

The third variety of tarry cyst to be described is derived from a 
corpus luteum, for not only are convolutions well marked but two 
types of cell which correspond to the granulosa lutein and the 
paralutein cells of the normal corpus luteum can be recognized. 
The cysts present macroscopical characters similar to those of the 
two types previously described but are on the whole larger and 
have thicker walls. Peritoneal adhesions on the surface form a 
well marked feature and the tarry fluid is bounded not only by 
the cyst wall but also by these adhesions and in all the cases 
obtained, rupture of the cyst complicated its removal. As several 
specimens have been obtained it ha. been found possible to recog- 
nize early and late forms, In early cases the granulosa lutein layer 
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is very thick, the cells are very large, polygonal in shape with 
eccentric spherical nuclei. The pigmentation of the cells is usually 
better marked than in the case of tarry theca lutein cysts, though 
variations occur but it is seen best either in those cases in which the 
hyperemia of the lutein layer is extreme or in old forms of this type 
of cyst. The pigmentation produces a striking golden colour which 
is not always due to blood for the iron reaction is not always given. 
In old cysts, however, the cells become engorged with blood pig- 
ment and in such cases the cell is much darker in colour than the 
golden cells of the early forms. In young cysts the majority of 
the granulosa lutein cells are elongated, and arranged radially at 
right angles to the cyst wall. The cells again show a mosaic arrange- 
ment, spaces being found between them, (Fig. 8) but in older forms 
the cells are adherent without a cell membrane intervening. (Fig. 9). 
The granulosa lutein layer is very vascular, many capillaries being 
found between the lutein cells and these again have a similar radial 
arrangement to that of the lutein cells. Even in the early forms 
both round cells and fibroblasts can be demonstrated between the 
lutein cells and these again show the same radial arrangement. In 
old forms there is a replacement by hyaline tissue in a manner 
similar to that occurring with the normal corpus luteum. The 
deposition of hyaline tissue is seen first at the periphery, particularly 
in the connective tissue core of the convolutions, where irregular 
masses of hyaline tissue without any anatomical arrangement can 
be observed. Subsequently this hvaline tissue is deposited between 
the lutein cells and gradually the lutein layer becomes replaced 
by hyaline tissue which is radially arranged in a very characteristic 
manner. (Fig. 10). The hyaline tissue is thick and dense and ts 
more plentifully distributed than in the case of the normal retro- 
gressing corpus luteum. In the process of retrogression two 
varieties of change can be recognized in the lutein cells. In the 
first the cells become engorged with blood pigment as they get 
smaller. In the second the cell outline becomes indistinct, the 
nucleus gradually disappears leaving an irregular mass of poorly 
staining protoplasm which may or may not fuse with adjoining 
cell remains of this nature. In such cases multinucleated giant 
cells may be seen in the neighbourhood. This picture of structure- 
less non-nucleated protoplasm lying in the wall of tarry lutein cells 
is apparently peculiar to this variety of cyst derived from: the 
Graafian follicle. It is believed that the similar features previously 
described in connexion with the lutein cells of tarry theca lutein 
and granulosa lutein cysts, such as irregular cell outline and fusion 
of adjacent lutein cells are illustrations of degenerative processes 
taking place in the cells. But these changes are best seen in the 
case of tarry corpus luteum cysts. 

J 
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In tarry cysts of the corpus luteum type, cells corresponding 
to the paralutein cells of the normal corpus luteum can be recog- 
nized. These are found in similar positions at the periphery and 
in the connective tissue core ef the convolutions. With a little 
care they can be identified by their smaller size and their 
resemblance to normal paralutein cells, but their recognition is 
sometimes simplified by their intense pigmentation, due to 
engorgement with blood pigment which is easily demonstrated 
after staining for iron. In such cases the paralutein cells contain 
a large amount of iron while the granulosa lutein cells usually give 
little or no iron reaction. In old tarry corpus luteum cysts, when 
hyaline tissue is replacing the lutein layer one of the great 
characteristics of the cyst histologically is the enormous amount of 
blood pigment at the periphery. This pigment is not 
confined to the paralutein cells, it is contained mainly in connective 
tissue cells and in some cases the pigment is extra cellular. This 
pigmentation persists after complete organization of the lutein 
iayer by hyaline tissue has occurred and is one of the distinctive 
features of the ovarian tissue of these cases. 

The three types of tarry cysts with abnormal lutein cells, which 
are derived from the follicle have now been described and if is now 
proposed to refer to certain changes which they undergo and which 
render them of the utmost interest. 

The first of these is the development of an epithelial lining. It 
has already been mentioned in connexion with tarry theca lutein 
and tarry granulosa lutein cysts, that an endothelial lining which 
in places becomes columnar is frequently seen. (Fig. 5, 6.) This 
property is also met with and usually to a greater degree in tarry 
corpus luteum cysts. It is probable that the production of this hetero- 
topic epithelium is determined by the same factors in all three types 
of cyst, and for this reason the appearances of the epithelium in 
these cysts will be described together. The presence of an epithe- 
lial lining in corpus luteum cysts was apparently first recognized 
by Orthmann in 1897 and has been described since by Wolff, 
IL. Fraenkel, R, Mever and recently particularly by Brakemann. Of 
late there has been perhaps a tendency to neglect the occurrence of 
heterotopic epithelium in cystic forms of the Graafian follicle, since 
Sampson introduced his theory of the etiology of endometriomata, 
hut it is found not only in the tarry cysts described above but also 
in simple atretic follicles although in the latter it never attains the 
degree of development met with in tarry cysts of the follicle. 

The simplest type is met with in tarry theca lutein cysts. In 
such cysts it is common to find the greater part of the wall lined 
by a single laver of flattened endothelial cells which lie superficial 
to the lutein cells, and it is this endothelial layer which produces 
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the sharp well defined inner border of the wall. (Fig. 2, 5). The 
endothelial lining is incomplete, but it covers the greater part of the 
wall. Further, it is frequently met with, being seen in the majority 
of cysts of this type. In some situations, however, the endothelium 
becomes continuous with cells which are either cubical or columnar 
and this change is seen in small areas in all the cysts of this type 
that have been examined. (Fig. 11.) This epithelium shows certain 
features of importance. The inner border is irregular and merges 
into the tarry fluid in the cavity of the cyst. The cells are sharply 
differentiated from the subjacent layer of lutein cells, in some areas 
there is a definite basement membrane and in others a capillary 
layer intervenes. In the situations where the epithelium is high 
columnar droplets of secretion can be demonstrated within theit 
protoplasm, (Fig. 12). Lastly, no subepithelial stroma can be seen. 

Similar endothelial and epithelial linings are seen in tarry 
granulosa lutein cysts. It has been stated already that luteinization 
of the granulosa cells is imperfectly distributed in these cysts, and 
that the greater part of the wall is usually lined by theca lutein cells 
and it is in the latter situations that endothelial and epithelial 
cells are seen. (Fig. 6.) In no case of this type have either endothe- 
lial or epithelial cells been found covering the granulosa lutein 
cells but in all cases epithelium has been demonstrated at some part 
of the wall, superficial to the lutein cells. The same general 
features described in the case of tarry theca lutein cells are found, 
but a further characteristic is present. The epithelium is in some 
places heaped up to form a definite papilla which has a minute 
connective tissue core and which shows small branches. The epithe- 
lial cells covering these papillae are very irregular in shape and 
arrangement but usually only a single laver of cells is present. 
Considerable importance is attached to these papillae. Not only 
are they invariably found in tarry granulosa lutein cysts but they 
have been seen in tarry theca lutein cysts and their appearance is 
peculiar and easily recognized. In tarry cysts of the types now 
under discussion it is the rule that when degeneration of the lutein 
cells has become complete, the epithelial lining persists and the 
wall of the cyst then consists of a layer of epithelial cells with an 
external zone of hyaline tissue. The tarry fluid persists in the 
cavity and it is believed that the only exact criterion of the nature 
of old cysts of this type is the appearance in the wall of papillae 
of the tvpe indicated above. Otherwise the cyst may be confused 
with an endometrioma. 

The heterotopic epithelium found in the wall of tarry corpus 
luteum cysts has now to be considered. It is in cysts of this type 
that the epithelial lining is best seen. It is not present in all 
specimens, certainly not in young forms, but attains its maximum 
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development in old cysts. In cases which show the earliest form 
of this epithelial development, the epithelium is found only in the 
crypts of the cyst wall. It will be remembered that in tarry corpus 
luteum cysts convolutions are always well developed and because 
the lutein cells are abnormally large, adjacent convolutions become 
pressed together, leaving narrow crypts between them and it is in 
the depths of these crypts that the epithelium is seen first. (Fig. 13). 
If the lining of the tarry cyst be traced down from the prominence of 
a convolution to the bottom of a crypt the following features will 
be seen. Over the prominence the large lutein cells form the lining 
of the cyst, lying immediately in contact with the tarry fluid in the 
cavity; at the edge of the convolution a layer of endothelial cells 
appears superficial to the lutein cells and this endothelial layer 
becomes better marked as the depth of the crypt is approached. 
Finally, at the base of the crypt a well differentiated layer of cubical 
cells, one cell thick is found and these cubical cells can easily be 
demonstrated to be continuous with the endothelial cells. It is 
clear from the study of the above changes in these very early cases 
that both epithelium and endothelium are morphologically identical. 
This explains the corresponding characters displayed both by tarry 
theca lutein and granulosa lutein cysts. The next point, therefore, 
is to explain the presence of the endothelial cells, for obviously the 
epithelium is a more specialized form oj this older layer. In the 
cases of tarry corpus luteum cysts which show this early hetero- 
topic epithelial development small capillaries have been found 
superficial to the lutein cells at the mouths of the crypts and the 
capillary endothelium has been found to be continuous with the 
endothelium covering the lutein cells within the crypts. It is there- 
fore concluded, and the histological features are so plain as to allow 
this opinion to be confidently asserted, that the epithelial lining is 
produced by a metaplasia of the cells of an original endothelial 
layer which is itself derived from the endothelium of capillaries 
found in the superficial part of the lutein layer. It is furthermore 
believed that the endothelial and epithelial cells found in the walls 
of tarry theca lutein and granulosa luteum cysts are produced in 
the same way, although it has not been found possible to demon- 
strate so clearly in these cases the continuity between the capillary 
endothelium and the endothelium of the lining of the cyst. But 
it will be remembered that a superficial capillary layer was described 
as being one of the features of the theca lutein layer of these cysts 
and there is invariably a close relationship between the endothelial 
cells of this network of capillaries and the endothelial lining of the 
cyst. Metaplasia of endothelial cells is well recognized in morbid 
histology being met with in the lymphatic glands in Hodgkin’s 
disease and in the omentum in peritonitis. In the pelvis it is seen 
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in the lymphatic glands, in the lymphatics of the tissues of the 
pouch of Douglas during pregnancy and recently Schiller has 
shown that it occurs in adenomyomata of the uterus and suggests 
that in some cases metaplasia of the endothelium of the lymphatics 
of the uterus results in the glandular epithelium found in the uterine 
wall in these cases. The theoretical significance of these pheno- 
mena will be discussed later. 

Further features of the epithelial lining of tarry corpus luteum 
cysts have yet to be described. In old cysts the epithelium is very 
well seen and lines the greater part of the wall. In such cases it is 
the rule for the epithelium to be high columnar and often the layer 
is more than one cell thick. The cells vary considerably in shape, 
and are arranged irregularly among themselves and sometimes 
as they are not sharply differentiated one from another the appear- 
ance is given that the cells are multinucleated. They stain 
well with hzmatoxylin. In some places small papillz are seen 
which resemble those in tarry cysts of the other two types. 
In other places beneath the epithelium a connective tissue stroma 
has appeared consisting of round and spindle cells and character- 
istically also of dilated capillaries. In these areas the epithelium 
and subjacent stroma may be heaped up to form large projections 
within the cavity of the cyst, (Fig. 15) in other areas the epithelium 
is invaginated into the wall and in such cases glandular structures 
with epithelium corresponding in form to the epithelium lining 
the cyst may be found in the ovary at some distance from the cyst 
wall. In no place, however, does the epithelial lining of the cyst or 
of these invaginations into the cyst wall resemble the epithelium 
of the uterine endometrium and in no place is the subjacent stroma 
similar to the stroma of the endometrium. In old cysts of the type 
described above few if any lutein cells remain in the wall, hyaline’ 
tissue having almost completely replaced the lutein layer. But 
another pigmented type of cell now makes its appearance. It is a 
large cell, larger than the average lutein cell of this variety of cyst 
and is intensely pigmented to a brilliant yellow-gold colour. Its 
shape is polygonal and its protoplasm is filled with large 
globules of pigment. Such cells are scattered irregularly beneath 
the epithelium. (Fig. 14). Histologically they are different from the 
lutein cells of this type of cyst and are not found in association with 
such cells. They are fairly constantly found where the epithelium 
has reached a high degree of development. Such cells are, it is 
believed, identical with the pseudoxanthome cells recently described 
by German authors. They were seen in one of my cases of tarry 
theca lutein cysts on the surface of the ovary, (Fig. 1) they are 
almost invariably found in endometriomata of the ovary, not 
uncommonly in adenomyoma of the uterus and Schiller has 
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informed me in a personal communication that he has found them 
in the mammary gland and also in a fibromyoma o/ the uterus. 
Beyond the obvious fact that they are related to the reproductive 
functions nothing so far as | can ascertain is known of their 
function. 

It is now proposed to discuss the theoretical aspect of the 
heterotopic epithelium of the tarry lutein cysts of the ovary. The 
view that has already been expressed which attributes the meta- 
plasia of endothelial cells was reached solely by histological 
examination. It is clear, however, that the relation between endo- 
metriomata of the ovary and such lutein cysts might theoretically 
be a very close one, for in both cases heterotopic epithelium is 
found in association with tarry cysts of the ovaries. Since lutein 
cells are found in the walls of the cysts now described, it follows 
that the cysts must arise from the Graafian follicle, this view 
being confirmed by the identification of resemblances between 
atretic follicles, granulosa lutein cysts and corpora lutea. Since, 
therefore, the cysts are essentially Graafian in origin, their 
etiology must differ from that of endometriomata. But it is 
possible, theoretically, that such tarry cysts receive their epithelial 
lining from implanted pieces of uterine endometrium which have 
been shed at the menstrual period. Because an endometrioma 
was found in the ovaries of one of my cases in which a heterotopic 
epithelial lining to a tarry granular lutein cyst was found, this 
hypothetical explanation will now be considered. It is possible 
that uterine endometrium shed at menstruation might pass through 
the stigma of a ruptured follicle and become implanted into the wall 
of the resulting corpus luteum. Personally, I cannot persuade 
myself that the degenerate disintegrating endometrium that is shed 
at menstruation can meander along the whole length of the 
Fallopian tube and at the end of this journey still retain sufficient 
vitality to become implanted on the ovary. I have always held 
that anyone who has studied carefully the grossly degenerate 
menstrual endometrium must have the greatest difficulty in 
believing Sampson’s theory. But, if-it is assumed that such pro- 
cesses do occur, it is difficult to believe that a piece of endometrium 
could pass through the stigma. In the first place it must be 
remembered that ovulation does not occur until approximately 
14 days after the first day of menstruation, so the time relations 
are against this view. Secondly, the minute dimensions of the 
stigma do not allow the passage of anything but a very small piece 
of tissue. Again, why should the stigma be chosen as _ the 
point of entry 2?) According to the faw of chance, if this mechanism 
obtained, endometriomata should have been disseminated profusely 
through the ovary, but in the specimen under discussion the 
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endometrioma was single, situated near the mesovarium, and the 
rest of the ovary was clear of endometrial tissues. The histo- 
logical characters of the tarry lutein cysts again do not uphold 
the theory, for the heterotopic epithelium in no way resembles 
the endometrium of the uterus, it is seen first in crypts of the 
cyst wall and there is no suggestion of a piece of glandular tissue 
being implanted on the prominence of a convolution as would be 
expected if the Sampson theory obtained. 

Further, in the case of theca lutein and granulosa lutein cysts 
no communication has ever occurred with the peritoneal cavity 
and in no case has there been evidence of endometrium-like tissue 
invading the surface of the ovary to reach the tarry cyst. For 
these reasons it is maintained that the transperitoneal migration 
of endometrium shed from the uterus during menstruation does 
not afford an explanation of the epithelial lining of these cysts. 

From the purely theoretical point of view it is possible that 
the application of the serosal theory of R. Meyer might afford 
an explanation of the presence of the heterotopic epithelium of 
these tarry cysts and it is much more difficult to exclude this 
mechanism than has been found to be the case with Sampson’s 
theory. 

It is ‘well known that the cortical epithelium of the ovary may 
become columnar in form and invaginate itself into the ovarian 
cortex. These invaginations are extremely common and in my 
experience have been found in 95 per cent. of the ovaries | have 
examined. Sometimes the invaginated epithelium becomes shut 
off from the surface to produce small distention cysts. But only 
exceptionally do the surrounding connective tissues differentiate 
themselves to produce a stroma. It is possible theoretically that 
invaginations of this kind may invade a tarry lutein cyst and give 
rise to the epithelial lining. But although in each of my cases 
such invaginations were demonstrated, in no case could a communi- 
cation be found and for this reason this explanation of the presence 
of the heterotopic epithelium is rejected. 

The last theoretical possibility is that the epithelium arises by 
metaplasia either from granulosa cells or from lutein cells. | am 
convinced that such changes do occur in granulosa cells, but 
in the tarry lutein cysts described above there was no evidence 
that this process was occurring and because of the absence of 
direct proof in its favour this hypothesis again was rejected. These 
theoretical observations therefore do not disturb the explanation of 
the origin of the heterotopic epihelium which has been enunciated 
as the result of histological examination. 

The next complication of tarry lutein cysts is the implantation 
of the cyst contents and some of the structures forming the wall 
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upon peritoneal tissues. The following example illustrates this 
process in its simplest form. At operation, bilateral tarry cysts 
of the ovaries were found and near the left ovary several small 
black cysts were seen projecting into the peritoneal cavity. They 
were about one-eighth of an inch in diameter and were separate 
from the adhesions around the tarry cyst of the ovary. They 
were removed and histologically were iound to contain altered 
blood and lutein-like cells similar to the degenerate lutein cells 
of the tarry granulosa lutein cyst of the left ovary and again 
there was an attempt at epithelial lining. 

This observation was of the utmost interest for it suggested 
that the primary tarry cyst of the ovary had ruptured and that 
lutein and possibly epithelial cells had become'disseminated over 
the adjacent peritoneum and had given rise to these minute 
daughter cvsts. Against this view was the absence of free tarry 
fluid in the peritoneal cavity. It would, however, be difficult to 
explain these cysts in any other way. 

The implantation of the contents of tarry lutein cysts, however, 
has been met with in other cases and there is no doubt that this 
process does occur. Brakeman," in his paper, records such implan- 
tations for the first time. In his first case implantations of lutein 
cells were found on the surface of the ovary, the mesosalpinx and in 
the adhesions which surrounded the cyst. 1 have had two similar 
cases. The first was a case of multiple tarry granulosa lutein and 
theca lutein cysts, complicating uterine fibromyomata. Implanta- 
tions of lutein cells were found on the surface of the ovary, in the 
adhesions which bound one of the affected ovaries to the uterus 
and on the anterior surface of the uterus near the utero-vesical 
reflection of peritoneum, far away from the affected ovaries which 
were prolapsed and adherent to the posterior surface of the uterus. 

The implantations on the surface of the ovary were found 
histologically and consisted of bunches of lutein cells similar in 
every way to the large irregularly shaped degenerate lutein cells of 
the tarry cysts, lving in a delicate connective tissue matrix. Similar 
cells were found in the adhesions surrounding one of the cysts. 
The most interesting of the implantations were those on the anterior 
surface of the uterus. Areas of dark brown material were recog- 
nized with the naked eye, which on histological examination were 
shown fo consist of collections of lutein cells similar to those found 
in the ovary, with much interstitial haemorrhage—the combination 
of the lutein pigment and this hzemorrhage was responsible for 
the dark pigmentation of the areas in question. The other interest- 
ing feature of these implantations was the presence of glandular 
spaces amongst the lutein cells. These spaces were numerous and 
their epithelium was either cubical or high columnar. They had no 
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surrounding stroma and their form did not resemble that of an 
endometrial gland. It approached more to the form of the invagi- 
nations of the cortical cpithelium of the ovary—and the spaces 
probably arose from peritoneal invaginations for the resemblance 
in some cases was very striking. It is, of course, extremely 
difficult to explain the presence of these lutein cells on the anterior 
surface of the uterus. In the case in which these were found, the 
uterus was considerably enlarged by fibroids and not only was 
the uterovesical pouch deep and separated from the affected ovaries 
by the uterus, but no free tarry fluid was present in the abdomen. 
Although it is most reasonable to conclude that these aberrant 
lutein cells reached this region by implantation there was no direct 
evidence to show that this had occurred. 

The second case was extremely interesting. The tarry 
cyst was of the granulosa lutein type arising from the right ovary 
and showing a moderate amount of heterotopic epithelium in its 
walls. At operation the cyst was found ruptured and tarry fluid 
bathed the structures in the pelvis. Among these was the vermi- 
form appendix. Its surface was somewhat gaudily coated with 
brilliantly scarlet adhesions which, when submitted to micros- 
copical examination, were found to consist of delicate young granu- 
lation tissue in which lutein cells were demonstrated. (Fig. 106.) 
The cells again corresponded very closely with the lutein cells of 
the original tarry granulosa lutein cyst. In this case no epithelial 
structures were found. From these cases and from Brakemann’s 
case it seems clear that these forms of tarry cysts are capable of 
giving rise to implantations of lutein cells on the ovaries and on 
the peritoneal structures. 


End Results of Tarry Lutein Cysts. 

It is considered that the features of the final appearances of tarry 
lutein cysts should be familiar, for it is believed that not only may 
they be confused with endometriomata but they are not uncommon 
and have not been adequately described up to the present. It has 
already been pointed out that in old forms the epithelial lining 
persists and that a true cystoma results. In other cases in which the 
epithelial lining is either imperfect or not developed, it is believed 
that after hyaline replacement of the lutein cells of the wall, the 
cyst collapses and leaves blood pigment in the resulting hyaline 
body. Little evidence of this latter process has been found 
and for this reason it is believed that the majority of cases 
of tarry lutein cysts terminate as cysts which contain altered blood 
and which have an epithelial lining. This applies to tarry theca 
lutein, tarry granulosa lutein and tarry corpus luteum cysts. In 
all cases, in the last stage of the cyst the wall consists of hyaline 
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tissue which usually retains the previous general shape of the cyst 

in the case of the corpus luteum type the convolutions are 
represented—with an inner epithelial lining. The hyaline layer 
of the wall subsequently becomes infiltrated with round cells and 
fibroblasts, so that in some cases the hyaline deposit is not a 
marked feature. The epithelial lining, however, retains the 
characters which have been described above and particular import- 
ance is. placed upon the small papillary projections which persist 
and which lead to the identification of the origin of the old cysts 
of this type. 

The clinical histories of the cases obtained will now be given. 

Case 1. E. B., aged 40, admitted under the care of the late Dr. 
Williamson, 28/7/24, complaining of painful periods and profuse 
loss: single: menstruation started at 11: cycle 21 days, duration 
five to six days: loss average. Pain started on first day of period, 
relieved by flow. In January, 1922, patient noticed increased loss 
during her periods and the duration increased to seven days, ‘Pain 
became worse. These symptoms became better marked and. in 
January, 1924, a bearing down sensation referred to the lower 
abdomen was noticed. Frequency of micturition was a further 
symptom noticed at this time. No history of pregnancy. 
Last period ended ten days before admission. 

On examination, to the right of the mid line a tumour was 
palpable to two and three-quarter inches above the symphysis pubis 
which, on bimanual. examination, was identified as the uterus 
enlarged and nodular. 

Operation 31/7/24. The uterus was bound down by dense 
adhesions which were most marked near the left ovary which con- 
tained a blood cyst two inches by one and a half inches and which 
ruptured during removal, discharging thick tarry material over the 
operation area. The right ovary appeared normal and was left 
behind. .The cyst of the left ovary was adherent to the uterus, 
broad ligament and the uterosacral fold. The adhesions were very 
dense and the removal of the cyst was difficult. The uterus, left 
Fallopian tube and ovary were removed. 


Appearance of Specimen: The uterus was enlarged by several 
interstitial and subserous fibroids but showed no adenomyosis. The 
endometrium was thick and plentiful with polypoid projections into 
the uterine cavitv. Microscopically, it showed the characters of 
endometrial hyperplasia and cyclical changes of the early pre- 
menstrual phase. 


The ovary was enlarged to three times its normal size through 
the presence of a blood cyst. A proliferating corpus luteum was 
also present. 
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Microscopically, the cyst was found to be a tarry corpus luteum 
cyst of the type described in this paper. It showed early hyaline 
replacement of the lutein layer but no heterotopic epithelium. The 
peripheral tissues contained many cells infiltrated with blood 
pigment. An endometrioma was found in the lateral part of the 
ovary near the mesovarium. Many small blood cysts were found 
in the ovary. Two were of the tarry granulosa lutein type, and one 
was a tarry theca lutein cyst. 

Case 2. L. B., aged 46, admitted, complaining of a lump in 
the stomach, on October 12th, 1925. Married at 23; a widow for 
seven years. Catamenia started at 14; cycle 28 days, duration eight 
days. Three periods only at that time; then amenorrhoea until aged 
‘1g when there were irregular cycles. This persisted for several 
years. For four years the cycle has been 23 or 24 days; no history of 
menorrhagia. Last period began 30/9/25, lasted until 5/10/25. 
One pregnancy: one child born in 1goo. 

A lump was noticed in the abdomen in May, 1925. In June 
of that year there was an attack of acute pain in the left side which 
was succeeded by a dull pain which persisted until admission, 
sharp attacks of pain occurred between June, 1925, and the time 
of admission. On examination a nodular irregular resistance was 
felt in the abdomen, which, on bimanual examination, was identi- 
fied as the body of the uterus. Behind the uterus a separate tender 
swelling was palpable. 

Operation: The uterus was enlarged by many small fibroids, 
the left ovary contained a tarry cyst which ruptured during removal 
and the right ovary contained small blood cysts. Dense adhesions 
surrounded the left ovary. 

Appearance of Specimen: The uterus contains many small 
fibroids and measures 3)” x2}"x4": the endometrium ‘is thick 
and smooth. No, adenomyosis found. The Fallopian tubes are 
normal, the fimbriated extremities patent. The right ovary is 
enlarged to three times its normal size and contains a young corpus 
luteum and four blood cysts each containing tarry fluid. The 
surface of the ovary is free of adhesions. The left ovary is two and 
a half inches in diameter and contains a unilocular tarry cyst which 
has brown. tissue in its wall. On the anterior surface of the uterus 


there are areas of brown tissue similar to the lining membrane of 
the cyst of the left ovary. 


Microscopical Examination. The endometrium shows cyclical 
changes of the 17th day and the corpus luteum is proliferating. 


Right Ovary: On the surface, collections of lutein cells were 
seen; the tarry cysts were granulosa lutein and theca lutein in 
type, with well marked heterotopic epithelial linings. 
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Left Ovary: The large cyst is of the tarry granulosa lutein 
tvpe. The tissue found in the uterovesical pouch consists of lutein 
cells, granulosa tissue and blood. 


Case 3. J. M., 45, married, admitted 12/7/26, complaining 
of pain in the back and profuse periods. Catamenia started at 14, 
cycle 21 days, duration five to seven days. One pregnancy, one 
child, born in 190g. Last regular period, July 4th-16th 1926. 

Patient was well until May, 1920, when she felt pain over the 
sacrum and over the hypogastrium. This pain has continued : 
it is most marked immediately prior to a period. Since May, 1920, 
there has been menorrhagia, but no irregularity of the cycle. 

On examination, an irregular abdominal swelling was palpated, 
which, on bimanual examination, was identified as a fibromyo- 
matous uterus. Near the fundus, an extremely tender fluctuating 
swelling was palpated. 

At operation it was found that the uterus was fibromyomatous 
and that both ovaries were replaced by tarry cysts, the swelling 
palpated near the fundus being the right ovary. Dense adhesions 
were found between the tarry cysts and coils of bowel, and their 
removal was a very difficult procedure. Both cysts ruptured and 
tarry fluid was scattered over the peritoneum. 





Appearance of Specimen: Specimen consists of the uterus, 
both Fallopian tubes and ovaries. The uterus contains about ten 
small fibroids: the endometrium is thick but smooth. No adeno- 
myosis found. Both ovaries are replaced by chocolate cysts two 
inches in diameter which have the structure of tarry corpus luteum 
cysts. Each shows heterotopic epithelium in the wall. 


Case 4. M. B., aged 43, married 14 years, was admitted 
27/12/20, suffering from retention of urine. Catamenia started at 
14, cycle 28 days, duration three days. One pregnancy, one child 
born in July, 1913. For last two months there has been difficulty 
with micturition. Fourteen days ago there was an attack of acute 
retention and a second attack brought the patient to hospital. 

On examination a large cyst five inches diameter was palpated 
behind the uterus. 

At operation a cyst of the right ovary was removed and small 
tarry cysts on the peritoneum around the left ovary were removed 
together with the left ovary. 


Examination of Specimens : 
Right Ovary: The cyst was a cystoma serosa simplex but 
small blood cysts were found on the surface. 


These showed the 
characters of tarry granulosa lutein cysts. 
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Left ovary: Contained a single tarry cyst one inch diameter 
which had the characters of a tarry granulosa lutein cyst. The 
small peritoneal cysts had a structure resembling that of the 
tarry cyst of the left ovary. 


In this case there were no symptoms of abnormalities of the 
ovarian functions. 


Case 5. For the record of this case I am indebted to Sir 
Holburt Waring. 

E. C., aged 29, single. Catamenia of normal rhythm ; no severe 
pain; last period roth-15th July. On 6th July patient had severe 
abdominal pain relieved by drawing up the right knee. On the 
8th, 9th and 13th severe similar attacks. On examination there 
was tenderness and rigidity in the right iliac fossa. 

At operation tarry fluid was found in the pelvis and a tarry 
cyst of the right ovary was excised. The appendix was covered 
with scarlet material and was removed. 

The specimen consisted of the ovary from which a large thin 
walled cyst three inches in diameter arose. The main part of the 
ovary was normal and the cyst encroached upon a small area 
of the ovarian cortex. It was ruptured. Its inner surface was 
flaked with old blood and brown material. Histologically it had 
the structure of a tarry granulosa lutein cyst which showed a 
small amount of heterotopic epithelium. ; 

The appendix was covered with granulation tissue among 
which lutein cells were plentifully scattered. 

The other cases do not warrant a detailed account of the 
clinical histories. Two cases of tarry granulosa lutein cysts have 
been obtained in cases of uterine fibromyomata, These were small— 
not more than half an inch in diameter. One case of tarry granu- 
losa lutein cyst was met with in a case of endometrioma of the 
ovary, and one case in a patient suffering from salpingo-oéphoritis 
In these latter two cases the cysts were single and small. -about 
half an inch in diameter. In none of these cases had rupture of the 
cyst occurred. 

Four cases of old tarry lutein cysts have been obtained. In two 
rupture of the cyst occurred spontaneously causing ‘acute 
symptoms and necessitating an immediate laparotomy. Both cases 
were of the tarry corpus luteum type and both showed typical 
heterotopic epithelium with papillze with an external laver of hyaline 
tissue which was infiltrated with fibroblasts. In both cases, large 
vellow pigmented cells were found in the wall. 

In the other two cases the patients had had svmptoms of adnexal 
inflammation and at operation the cysts were not ruptured but 
surrounded by dense adhesions, One case was one of the last 
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stage of a tarry corpus luteum cyst, the other was probably derived 
from a tarry granulosa lutein cyst. Typical heterotopic epithelium 
was found in both cases and in one, pigmented cells were demon- 
strated in the hyaline tissue of the wall. 

Thirteen cases have therefore been obtained. In four of these 
the cysts were small and of no great importance. In the other 
nine, the cysts were either of sufficient importance to demand 
laparotomy or were responsible for severe symptoms. 

It is interesting to note that the incidence of these cvsts is 
greater than that of endometriomata of the ovaries at St. Bartholo- 
mew’s Hospital. In the last three years a careful search has been 
made for endometriomata of the ovaries, but the number of tarry 
lutein cysts exceeds the number of endometriomata that have been 
found. . 

It is not believed that any conclusions can be drawn from the 
clinical histories of the cases and it is to be regretted that the 


subject matter of this paper is more of academic than of clinical 
importance. 


Discussion. 

The tarry lutein cysts above described are of supreme academic 
interest even though our knowledge of them is very primitive. 
They must be regarded as being pathological first because they are 
atypical in structure, and secondly, because they give rise to 
symptoms:and complications which may require surgical interfer- 
ence. Very little can be said of their etiology. Because histo- 
logically there is no evidence of inflammation in the ovaries and 
because the Fallopian tubes are not involved and their fimbriz are 
patent, the cysts cannot be considered to result from infections of 
the ovaries The adhesions round them are probably produced 
by peritoneal irritation as a consequence of rupture of the cyst, 
and need not be attributed to an inflammatory process. Since the 
corpus luteum is related to the endocrine functions and since the 
amount ‘of lutein tissue in the ovaries is excessive in these cases, 
it is suggested that there is some relation between the other endo- 
crine glands and these tarry lutein cysts of the ovaries. But it 
must be admitted that this view is reached by a process of exclusion 
and that there is no direct evidence in support of it. 

Now whatever the cause may be it does not involve the cyclical 
functions of the ovaries, for not only is it the rule for the menstrual 
rhythm to be unaltered, but in the cases in which complete speci- 
mens were obtained, normal corpora lutea were found in the ovaries 
and corresponding cyclical changes were demonstrated in the endo- 
metrium. Further, both the clinical histories of the cases and the 
histological appearances of the ovaries suggested that the tarry 
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lutein cysts had developed independently of normal corpora lutea. 
It must be concluded, therefore, that the etiology of these tarry 
lutein cysts must be attributed to some factor which, while devoid of 
influence upon normal lutein tissue,can yet produce abnormal lutein 
bodies in the ovaries and this pecularity is manifestly extremely 
difficult to explain. Locally, in the ovaries there is no peculiarity 
of the ovarian histology to which the causation of these cysts can 
be attributed. Careful search has been made and it is true that 
both cortex and medulla are hyperemic to the degree of nzevus 
production and that plasma cells are more abundant than usual, 
but beyond these meagre abnormalities there is no local peculiarity 
to explain the origin of the cysts. 

It has been indicated above that the lutein tissue is abnormal 
in character. This applies not only to its histological appearance 
but also to its subsequent history. 

It will be remembered that the lutein cells are far larger than 
normal lutein cells, and more deeply pigmented, and whereas the 
granulosa lutein cells of the corpus luteum of the menstrual cycle 
become engorged with lipoids prior to their disappearance, no such 
change is observed with the lutein cells of these tarry cysts. 
Throughout the whole of their existence they show no lipoid 
engorgement, their protoplasm is always granular and free from 
vacuoles. The cases obtained have been too few to warrant a 
dogmatic opinion on this point but it seems probable that the life 
history of the lutein cells of the tarry cysts, approximates to that 
of the normal corpus luteum for the mechanism of hyaline replace- 
ment of the lutein layer is very similar to that which occurs in the 
case of the corpus luteum of the menstrual cycle. But throughout 
this period the lutein cells are rich in protoplasm :. consequently, 
it is to be presumed that they must be exerting some influence. 
Further, since the amount of lutein tissue in the ovaries of such 
cases as those described is relatively enormous, it should be 
expected that some illustration of their influence might be 
exhibited in some way. Unfortunately no concrete evidence 
was obtainea. The only suggestion that can be offered is that the 
endometrium of the cases in which hysterectomy was performed 
was grossly hyperplastic -hyperplastic in the true sense of the 
term—and that this hyperplasia was determined by the abnormal 
amount of lutein tissue present in the ovaries. As a corollary it 
should be added that the incidence of two cases of endometriomata 
in this series of cases is greater than the law of chance allows. But 
such considerations as these are too hypothetical for much import- 
ance to be attached to them. 

As regards the tarry fluid that is found in these cysts, there 
is no explanation as to how it is produced. It is primarily derived 
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from effused blood, but why it remains fluid and becomes thick 
and tarry is unknown. This property is not determined by the 
epithelial lining, for this is absent in early cysts and yet these 
contain tarry fluid. In conclusion it may be said that though 
the etiology and function of these tarry cysts are unknown, the 
cysts are of considerable academic interest. Not only is their 
resemblance to endometriomata in many ways extremely close, 
and I have a suspicion that cases have been included under this 
term in the past, but the demonstration of a heterotopic epithelial 
lining which is derived from endothelial cells is a further argument 
against Sampson’s theory of the etiology of endometriomata. 

It seems probable that some day the serosal theory of R. Meyer, 
the adenomyosis theory of Cullen, the lymphatic metaplasia theory 
of Schiller with respect to uterine adenomyomata and the theory 
enunciated in this paper with respect to tarry lutein cvsts will each 
be shown to be branches of some fundamental general theory 
which incorporates them all and which will explain the production 
of endometriomata without resorting to Sampson’s hypothesis of 
endometrial implantation. 

Lastly, it is not proposed to offer a revised classification of 
pathological forms of the corpus luteum. It would of necessity be 
incomplete and little, if anything, could be gained. 


CONCLUSIONS. 

1. Corpus luteum hamatomata are determined essentially by 
primary ovarian hyperemia. Intraperitoneal heemorrhage may 
be produced either by the addition of a second factor of the nature 
of trauma or may arise independently of this further factor if the 
hyperemia is extreme. 

2. In the normal mechanism of atresia of the follicle, atrophy 
of the granulosa cells is the rule. Sometimes they may undergo 
luteinization and give rise to cysts to which the term granulosa 
lutein cysts has been applied. 

3. Pathological forms of the follicle have been described. Such 
follicles are characterized by containing tarry fluid and by having 
lutein tissue in their walls. Three types have been described, viz., 
tarry theca lutein cysts, tarry granulosa lutein cysts and tarry 
corpus luteum cysts. 

4. Such tarry cysts may develop a heterotopic epithelial lining 
which has been shown to arise from endothelial cells by a process 
of metaplasia. In old forms of such cysts, the epithelium persists, 
the lutein cells disappear and are replaced by hyaline tissue. 

5. The tarry cysts may rupture and lutein cells become 
implanted upon adjacent organs in the pelvic cavity. 

6. The etiology of the tarry cysts is unknown. They are not 
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inflammatory in type. They may be related to ductless gland 
disturbances. 

I have to thank Dr. Barris, Dr. Donaldson, Sir Holburt Waring 
and Mr. Girling Ball for permission to publish the records of 
cases mentioned in this paper, 
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LEGENDS. 

Fic. 1. Pigmented cells of the cortex of the ovary. From a case of 
multiple tarry granulosa and theca lutein cysts. The cells are larger and 
more pigmented than lutein cells. 

Fic. 2. The wall of a tarry theca lutein cyst. The lutein cells are 
larger than normal lutein cells and more deeply pigmented. They show 
the characteristic spaced arrangement. A superficial capillary layer is 
seen and the endothelial cells of this layer are continuous with the endo- 
thelial cells lining the cyst. 

Fic. 3. The wall of a tarry granulosa lutein cyst. Stained for iron 
and counterstained with neutral red. The method of differentiating 
between theca interna and granulosa lutein cells is shown. The theca 
lutein cells are rich in iron while the reaction is sparsely given by the 
granulosa lutein cells. 

Fic. 4. The wall of a granulosa lutein cyst. In the lower part of the 
photograph can be ‘seen the ovarian stroma, above this lies the theca 
interna layer which is separated from the cavity by the granulosa layer of 
the follicle. The theca interna cells have the characters of the corres- 
ponding cells of an atretic follicle. Some of the granulosa cells have 
become converted into lutein cells and these cells have the characters of 
the granulosa cells of the corpus luteum. No convolutions are present, 
and the granulosa layer is imperfect. The wall of the cyst is very vascular 
and there is much hemorrhage in the granulosa layer. 

Fic. 5. The wall of a tarry theca lutein cyst. Above, lies the tarry 
fluid in the cavity and this is separated from the lutein cells by a layer 
of endothelium which is continuous with the endothelial cells of a super- 
ficial capillary in the lutein layer. The lutein cells are large, in some 
places widely separated from cach other, in others they are fused together. 

Fic. 6. The wall of a tarry granulosa lutein cyst. To the right, theca 
interna lutein cells covered by an endothelial layer can he seen. To the 
left, above the theca interna cells, granulosa lutein cells can be observed. 
kK 
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In this form of cyst, granulosa lutein cells are found only in part of the 
wall. 

Fic. 7. The wall of a tarry granulosa lutein cyst. This photograph 
was taken from an area immediately adjacent to that shown in Fig. 6. 
The large irregular granulosa lutein cells lie adjacent to the cavity while 
a few theca lutein cells can be seen below. A giant cell is seen among 
the granulosa lutein cells which are not covered by endothelium. 

Fic. 8. The wall of an early tarry corpus luteum cyst, showing the 
mosaic arrangement of the granulosa lutein cells. A few theca lutein or 
paralutein cells can be seen below. The cavity was in the upper part of 
the photograph. 

Fic. 9. The wall of an older tarry corpus luteum cyst. In this case 
the lutein cells have an irregular outline, and, in places, tend to fuse 
together. The cavity is above and to the left. The paralutein cells can 
be seen below. 

Fic.1o. The wall of an old tarry corpus luteum cyst. Above, is seen 
the cavity containing degenerate lutein cells; below, are bands of hyaline 
tissue arranged radially, which are replacing the lutein cells. A few 
small degenerate lutein cells can be seen below, between these bands of 
hyaline tissue. Adjacent to the cavity are seen a few granulosa lutein cells. 

Fic. 11. Metaplasia of the endothelial cells of the wall of a tarry theca 
lutein cyst. From the same specimen as Fig. 5. The endothelial cells 
are becoming heaped up. 

Fic. 12. Another part of the same cyst. In this situation the lining cells 
have become high columnar and droplets of secretion can be seen in them. 
In this part of the wall only a few lutein cells are present. 

Fic. 13. The production of an epithelial lining in a tarry corpus luteum 
cyst. A crypt between adjacent convolutions is shown. The lutein cells 
of the cyst can be seen and at the edge of the convolution they are 
covered by a layer of endothelial cells. If this layer is traced to the 
depths of the crypt, it is seen that endothelial cells become continuous 
with a well differentiated layer of cubical cells. They can also be seen 
to be continuous with the endothelial cells of a capillary in the superficial 
part of the lutein layer. 

Fic. 14. The epithelial lining of an old tarry corpus luteum cyst. In 
these cases the greater part of the lutein cells have been replaced by 
hyaline tissue, but the epithelial lining persists. The epithelial cells 
are high columnar and stain well. Pseudoxanthome cells can now be 
seen beneath the epithelial lining. 

Fic, 15. The formation of papille in the wall of an old tarry corpus 
luteum cyst. From the same specimen as Fig. 14. A vascular stroma can 
be seen beneath the epithelial cells. 

Fic. 16. Lutein cells in young granulation tissue on the surface of the 
appendix. From a case of ruptured tarry granulosa lutein cells. 
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Pregnancy Complicated by Cardiac Disease: An Analysis 
of a Series of 86 Cases with Particular Reference 
to the Results of Treatment.* 


By R.A. Lenniz, M.B., Ch.B. (Glas.), F.R.F.P.S. (Glas.) 


Assistant Visiting Obstetrician, Glasgow Royal Maternity and 
Women’s Hospital; Assistant Gynecologist, Victoria 
Infirmary, Glasgow. 


IN submitting this communication | may say that the subject has 
been approached with the purpose of determining from observations 
on a long series of cases, the relationship existing between the 
various cardiac lesions, the parity of the patients, and the stage 
of pregnancy at which compensation broke down. 

Further, a survey of the previous personal and_ obstetric 
histories, and an inquiry into the incidence of prematurity seemed 
to hold promise of much interesting informatibn. 

Finally, by an analysis of the different meshods of treatment 
resorted to in dealing with these patients, it was hoped to arrive 
at some conclusion as to the best procedure to adopt in this serious 
complication of pregnancy. 

With these objects in view, I have collected 86 cases which 
have been admitted during the last seven years to the wards 
with which I am associated. The case sheets have been taken 
strictly in rotation and the journals to date have been searched, but 
I have had of necessity to discard several, owing to their incomplete 
histories. Certain patients admitted temporarily to the antenatal 
wards were lost sight of after dismissal, while. others went out 
irregularly. 

Before proceeding further I should like to mention that in recent 
years either Czesarean section with sterilization performed in the 
early months or near term, or early hysterectomy as a method of 
treatment in certain cases of cardiac disease has found favour with 
some of us, and the results so far obtained have been admirable. 


*Read before the Sixth British Congress of Obstetrics and Gyniecology, 
Manchester, England, April, 1927. 
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I shall refer to this later and hope to substantiate by data the 
fact that this is a valuable and safe line of treatment. The excellent 
results obtained by Czesarean section even in the worst cases 
prompted me to look into this subject. 


Without digressing further, the salient features of these 86 
cases will now be discussed and simplified where necessary by 
means of statistical tables. 


TABLE I. 


SHOWING IN WHICH PREGNANCY COMPENSATION WAS LOST. 








Loss of compensation occurred during Ist pregnancy in 19 
2nd 
3rd 
4th 
5th 
6th 
7th 
8th 
gth 
roth" 


The above table is slightly inaccurate as nine patients had the 
causative illness intervening since commencement of the child- 
bearing period. Thus one multipara (Grav. 5) had rheumatic fever 
one year previously, and another (Grav. 4) since previous birth. 
Two additional patients, therefore, had loss of compensation in 
the first pregnancy following illness. Again one (Grav. 10) 
had rheumatic fever three years previously, one (Grav. 11) four 
years and soon. As in some instances the journals were incomplete 
it was impossible to determine in the latter cases if this were the 
first pregnancy since illness. 

It will be apparent from the figures in the above table, that of 
cardiac cases, the greatest number show loss of compensation in the 
earlier pregnancies, especially the first and second in which the 
figures are approximately double that of the third pregnancy. 
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TABLE I. 
PERIOD OF PREGNANCY AT WHICH COMPENSATION BROKE Down. 
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It is apparent from the above table that there was a greater 
tendency for loss of compensation to occur in primigravidae after 
mid-term and four patients went to the eighth and four to the ninth 
month betore showing urgent symptoms. 

With II gravidae, the position was reversed, nine showing 
distress by the fifth month, as against seven in the second half, Of 
these patients, five stated they were breathless at their first preg- 
nancy, one received antenatal treatment, and three required delivery 
with the forceps. The remainder experienced no untoward symp- 
toms during the first pregnancy or labour. Strictly speaking, there- 
fore, one patient definitely and eight patients probably, should 
have been included in the category of primigravidae in Table I. 

In the third pregnancy the onset of breakdown was fairly 
uniform. One of these patients was breathless at both previous 
pregnancies, and premature labour was induced at the second. In 
two cases the child was born prematurely, while a third was dis- 
tressed in her second pregnancy. Another patient who had had 
two normal full-time deliveries previously, was admitted on two 
occasions for antenatal treatment during her third pregnancy. 

Of the total deaths, four died during their third pregnancy or 
labour. 

I think these figures are conclusive of the increasing strain 
which accompanies each succeeding pregnancy, and this will be 
even more apparent as we proceed. 

In the fourth pregnancy it will be noted that compensation was 
lost in all cases before the ninth month, The tendency to break- 
down, however, occurred in the second half. 

In the fifth pregnancy compensation was lost in all instances 
by the sixth month, and of the six patients three had premature 
labour, and one had induction of miscarriage performed. 
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In the seventh and eighth pregnancies three patients did not 
experience urgent symptoms until they were near term. One of 
these with mitral regurgitation, had six normal full-time children 
previously, and another with a similar lesion had seven normal 
births. These long series of uneventful pregnancies are accounted 
for by the circumstance that mitral regurgitation is as a rule, a less 
serious condition. On the other hand, a patient with stenosis who 
delivered herself normally at the first birth, had subsequently six 
miscarriages in succession. 

During the present pregnancy she was admitted on two 
occasions for antenatal treatment, and spent over three months in- 
hospital. She eventually died after induction of labour by bougies 
near term. 

The ominous symptoms and wastage evidenced in this 
obstetrical history are obvious, and in all probability had sterili- 
zation been performed at an earlier period, her life would have been 
prolonged. 

No patients with nine or more pregnancies went to term. 

Generally speaking, it is apparent from Table II, that loss of 
compensation occurred in the greatest number of patients by the 
sixth month, while in the other months, the numbers are fairly 
uniform. It is to be expected that the greatest strain will be met with 
towards the end of pregnancy, and in the majority of instances this 
is observed clinically. The discrepancy in the later months is 
probably accounted for by the tendency to prematurity in cardiac 
cases. This subject will be referred to later. 


TABLE TE. 
TIME OF ONSET OF LOSS OF COMPENSATION RELATIVE TO THE 
CARDIAC LESION. 
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Table III conclusively proves that of the cardiac lesions com- 
plicating pregnancy, mitral stenosis is most to be feared, tor we 
find 57 of the 85 cases, suffering from this disease, i.e., 67 per cent. 
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Further it demonstrates that of 57 cases of stenosis (including 
double mitral lesions) distress appeared in 29 cases, 50 per cent. 
by the end of the fifth, and in 41 cases, 72 per cent., by the end of 
the sixth month. Only three patients of the 57 with stenosis, 
actually went to term without showing definite cardiac symptoms. 

Of the four patients with a double mitral and aortic lesion, one 
broke down at the fourth month, one at the sixth month, and two 
were not distressed until the eighth month, The patient with grave 
symptoms at the fourth month will be referred to later in connection 
with Czesarean section. The one who suffered breakdown at the 
sixth month had three normal deliveries previously but had scarlet 
fever intervening six years before. Of the remaining two, one had 
three normal births previously and the other twelve. The previous 
birth of the latter patient had occurred four years before, and she 
was credited with a ‘‘water hammer pulse.’’ As this pulse is 
significant of damage to the heart muscle, it seems probable that 
the heart condition was of fairly recent origin. 

in the cases with mitral regurgitation, three out of seventeen 
showed urgent symptoms by the end of the fourth month, but the 
greater proportion were not distressed until the second half, and 
five went to term, 29 per cent. 

In myocardial mischief urgent symptoms were of late onset in 
three out of the four cases. The patient with paroxysmal tachy- 
cardia was admitted to the ante-natal wards about the fourth 
month, Apart from the rapidity of the pulse-rate no other abnor- 
mality was noted. (She was recommended by an_ Assistant 
Physician on the Staff of one of the Infirmaries). 

For the interpretation of these figures much _ interesting 
information is to be obtained in Sir James Mackenzie's book 
“Heart Disease in Pregnancy.’ In this very valuable work it is 
stated that ‘‘ the heart affection which most frequently causes 
danger in pregnant women, is that associated with mitral stenosis 
following rheumatic fever.” Again ‘* there are forms of this 
complaint which are attended with no danger and there are others 
which imperil the life of the woman.”’ 

Table II] conclusively establishes the truth of the first state- 
ment, for of the 86 cases 57 had stenosis, and of these, 28 had 
definitely suffered from rheumatic fever. With regard to the latter 
statement, it was found in the cases under consideration, that several 
women with mitral stenosis went through a succession of preg- 
nancies without apparent embarrassment. Thus we have records 
of two patients both (fifth pregnancy), with four, one (seventh 
pregnancy) with seven, and one (eleventh pregnancy) with nine 
normal full-time births previously. 

MacKenzie emphasizes the truth that mitral stenosis is a 
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progressive process, which goes on with varying rapidity, and he 
lays stress on the fact that a similar cicatrizing process may be 
going on in the muscle, impairing its functional activity, and thus 
the eiticiency of the heart is protoundly affected. 

The damage to the heart muscle is an important :actor govern- 
ing the incidence of breakdown. In some patients embarrassment 
may not occur until the narrowing of the orifice is extreme and 
owing to the progressive nature of the disease this may only occur 
after a prolonged period of time. 

In others, loss of compensation may occur at an earlier period 
while the narrowing is still moderate, and in these instances the 
muscle wall has been damaged. 

With advancing stenosis a diastolic murmur makes its appear- 
ance and this is usually associated with the onset of grave 
symptoms of cardiac failure. Should auricular fibrillation occur 
the outlook is ominous. Another symptom of grave import is 
cedema of the lungs. 

MacKenzie also mentions that if dilatation of the heart appears 
early, it signifies that the rheumatic process has permanently 
injured the heart muscle, and further avers, that the damage con- 
sequent on rheumatic fever is rarely limited to the valves. 

Mitral regurgitation is a much less serious condition and it is 
a common experience in hospital to find patients with a mitral 
systolic murmur, whose child-bearing period has been uneventful, 
and who have had no suspicion that they suffered from organic 
disease. In these instances when compensation breaks down, it is 
evident that the cardiac muscle has been involved. 

To return to our main series, it is apparent from a perusal of 
the personal histories, that rheumatic fever is by far the most 
responsible factor in the causation of cardiac disease. 


TABLE IV. 
ATTRIBUTABLE CAUSES OF THE CARDIAC DISEASE. 
Rheumatic Fever ... .. « we oe we 
Chorea 
Scarlet Fever 
Influenza 
Pneumonia 
Diphtheria Kinch kOe 
Heart disease (origin unknown) 
Claimed no illness 
Not noted in Journal ... 
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TABLE V. 
MANNER IN WHICH THESE PREGNANCIES TERMINATED. 

Normal deliveries ne Le 
Birth peiore arrival (B.B.A.) ... 
Premature spontaneous 
Miscarriage ... 
Forceps hie ie, Oh ae 
Manual dilatation and torceps 
Induction by bougies 
Medical induction 
Induction of abortion 
Ceesarean section ree 
Miniature Cesarean Section 
Hysterectomy 
Version Dat aa 
Died undelivered 


Unknown 


It is apparent, therefore, that of the 82 known cases 20 per cent. 
had normal full-time, and 18 per cent. premature deliveries, while 
54 per cent. required interference of some description on account 
of the gravity of their illness. It is interesting to not that Fellner' 
in a series of 94 cases had a 20.2 percentage of premature deliveries. 

When we take into consideration the number of pregnancies 
which had of necessity to be terminated before term, we find that 
the prematurity percentage is raised by 24 per cent. and in addition 
there is what might be termed a wastage of 19 per cent. 


‘TABLE V1. 
PREMATURE DELIVERIES. 
Forceps or ee eet ee ee  , GO 
Dilatation and forceps ... ..00 wwe. 2 
Czesarean section... 0. «we ee eee =| 5 $24 per cent. 
Induction 
Version 
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WASTAGE. 
Induction of abortion... 2... 0 0... 4 
Miniature Ceesarean section ... ... 0... 3| 
Hysterectomy er Bho. ele ee eae OG 
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It is somewhat difficult to assess the prematurity rate of the 
previous obstetrical histories, as these are only available from 
statements made by the patients, which are in many instances 
unreliable. From the material at our disposal, however, the 
following figures have been compiled from 55 patients, (excluding 
primigravidze and cases with intervening illnesses). 


TABLE Vil. 


ANALYS#S OF PREVIOUS OBSTETRICAL HISTORIES. 
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Double Mitral and Aortic 15 
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Thus 37 multiparz with mitral stenosis (including double mitral 
lesions) gave a history of 130 normal births, 12 premature births 
and 21 miscarriages. Three multiparze with mitral and aortic 
disease give a remarkable history of 15 normal births previously. 
One of these patients has been referred to as having a ‘‘water- 
hammer pulse,’’ while another had her last birth 14 vears before. 

Lack of damage to the cardiac muscle might account for the 
uneventful nature of these births, but in all probability the disease 
has been acquired at a later date from some cause unknown. 

A combination of mitral and aortic lesions can, however, be 
very serious, as is instanced in the case of the fourth patient in this 
group--a_ primigravida~ who was dangerously ill from the 
commencement of pregnancy and subsequently died. 

With regard to mitral regurgitation, twelve patients had 34 
normal births, one premature birth and three miscarriages 
previously, and three patients with myocardial mischief had 14 
normal births and two miscarriages. 

The table, at least, has some value in demonstrating the 
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greater liability of stenosis cases, to have premature labour or 
miscarriage. 

With regard to the deaths we find that 19 of these 86 patients 
succumbed during the present pregnancy, labour, or puerperium. 


TABLE VIII. 

LESIONS RESPONSIBLE FOR THE FATAL TERMINATION, 
(ne SU ac cas aa asst 
}Dootle Mic cc ce st we we GJ 

Double Mitral and Aortic mest figs red 13 I 
Myocardial 

Mitral Regurgitation 
Paroxysmal Tachycardia 


Here again we have evidence of the gravity of mitral stenosis in 
pregnancy. 


TABLE IX. 
CAUSE OF DEATH IN ITS RELATIONSHIP TO THE METHOD OF 
TREATMENT ADOPTED. 
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A glance at Table IX shows that the results obtained from 
induction of labour by bougies are disastrous, the death-rate being 
no less than 44 per cent. The dangers accompanying this operation 
in patients with heart disease have long been, recognized. 

Jardine? wrote in 1901, ‘‘The results from induction are so bad 
that | am inclined to question the propriety of doing the operation. 
The risk is exceedingly great.”’ 
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Herbert Williamson? held similar views, thus ‘In the later 
months the danger of collapse and sudden death shortly after 
delivery renders induction a somewhat risky method of procedure.”’ 

Williamson’s statement is corroborated in the present series 
for of the deaths following induction one died at delivery and two 
at the fourth and fifth day. The remaining one died later from 
sepsis. 

At first sight forceps-delivery seems a favourable method of 
treatment as it gives only a percentage of nine, but it is well to 
remember that these patients, with one exception, were in labour 
when admitted, and thus we can conclude that the lesions were not 
unduly grave. Further, the forceps operation was a simple one in 
all instances. Induction of abortion gives a fatality rate of 25 per 
cent. and accouchement forcé one of 50 per cent. 

On the other hand the results obtained from abdominal section 
have been exceptionally promising. Of the 17 cases in this category 
only two died—-a percentage of 11. All these patients were 
without exception in an extremely grave condition. Three of them 
had been admitted for antenatal treatment on two occasions during 
pregnancy. The average duration of the patients in hospital 
was 50 days. The operations were performed regardless 
of the lesion, on patients with auricular fibrillation, praecordial 
pain, Fzemoptysis and other symptoms of advanced disease. 

In considering the death from version, it is not conclusive 
evidence, as labour in this instance was further complicated by 
placenta previa. This patient had, however, the prolonged strain 
consequent on the expulsion of the breech. 

We shall now enquire more closely into the lesion and parity of 
the fatal cases, and the time at which death occurred. 

From Table X we find that pure stenosis was responsible for 
the highest death rate, i.e., 11 out of 19, or 57 per cent., while 36 per 
cent. of deaths occurred in primigravidae. It will be noted that only 
one of the four patients with mitral and aortic disease succumbed, 
while the patient with mitral regurgitation who died, had definite 
dilatation and consequently a damaged heart muscle. The time of 
occurrence of death following parturition is rather striking. The 
greater number either died within a few hours after delivery, or on 
the fourth or fifth day. Both cases who developed sepsis died 
during the second week. 

The danger of syncope either immediately following parturition, 
or on the fourth or fifth day of the puerperium is a matterof common 
knowledge. It is attributable to engorgement and dilatation of the 
right heart which in consequence becomes paralysed. It is there- 


fore desirable in cardiac cases to encourage hamorrhage in the 
third stage of labour, as otherwise the blood which is thrown back 
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on the circulation on the completion of labour is returned to the 
right heart. Jardine used to lay great stress on this danger, and 
pointed out the necessity of opening a vein should urgency demand 
it. 


TABLE X. 
SHOWING THE METHOD OF DELIVERY AND THE NUMBER AND PARITY 
OF THE FATAL CASES, THE CARDIAC LESION, AND THE TIME OF 
DEATH 


Delivery Number Died Lesion 


: ‘me of death 





aw I. Aortic and Mitral 5 days later 
MinatureCvesarean Section 3 2 


Cresarean Section a 
17 
Hysterectomy 4) — L. 


Stenosis 12 hrs. later 
(embolism) 


Grav Stenosis 5 days later 
Grav Double Mitral 4 days later 
Gravy. I. Stenosis Sepsis later 
Grav. Stenosis At delivery 


Induction by Bougies 


Induction of Abortion 1 Grav. Stenosis Sepsis later 
Accouchement Forcé 1 Grav. I. Paroxysmal 14 hrs. later 
Tachycardia 


Forceps 1 Grav. I. Stenosis 4 days later 


Premature 


ie . Stenosis 5 days later 


Grav. I. Double Mitral Immediately 
Version 1 Grav. VI. Stenosis Few hrs. later 
Miscarriage 1 Grav. VI. Stenosis 4 days later 
Unknown 1 Grav. III. Mitral 


= Regurgitation Urknown 
14 


\) Grav, VIII. Double Mitral 
Grav. III. Myocardial 
Undelivered 5 Grav. I. Stenosis 
| Grav, Hi, “Cardiac” 
! Grav. I. Stenosis 
19 


Regarding this liability to syncope, it will be of interest to know, 
that apart from the two fatal cases, none of the Czesarean or 
hysterectomy patients gave the slightest cause for alarm during the 
puerperium. 

The fatal cases, both primigravidae, were very gravely ill. One 
was in the antenatal wards for fully three months, and at the time 
she came into premature labour, and was sectioned, compensation 
was completely gone. This patient had never reacted to treatment. 
A notable circumstance in her case was the almost entire absence 
of haemorrhage during the operation, The uterine wall seemed to 
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be devoid of blood. A similar experience was met with in a recent 
case not included in this series, but fortunately her puerperium 
has been uneventful. 

The other patient who died succumbed to an embolism twelve 
hours after the operation. She appeared to have become pregnant 
when compensation was already lost, and had suffered from several 
attacks of pulmonary oedema during the preceding six months. 

Both of these cases seem to have been hopeless from the 
commencement. 


From the foregoing observations and figures I feel that a strong 
claim for Czesarean section as a method of treatment in cardiac 
disease has been established. 

As already stated, the operation has been performed on patients 
who have had the gravest of lesions, and most urgent of symptoms. 


It has been found necessary on occasion to anzesthetize the 
patient in a sitting posture on account of the urgent orthopnoea. 
Under the influence of the anzesthetic she can be placed in the 
dorsal position without respiratory, embarrassment. Almost 
immediately following the evacuation of the uterus, the breathing 
becomes relieved, and patients who may have been unable to lie 
flat prior to operation can do so within 24 hours. 

Again, although the results from hysterectomy have been 
excellent, similarly good results have been obtained from miniature 
Czesarean section, and in the latter operation there is probably less 
shock, and the physiological function of the uterus has been con- 
served. The ultimate object of preventing future conception is 
achieved by sterilization, and we have all had experience of the 
mental effect the fear of future pregnancy has on many of these 
patients. 

At the same time, owing to the progressive nature of the disease, 
and to the increasing damage which results with each succeeding 
pregnancy, it is desirable to curtail this function. 

Many authorities contend that in the gravest cases the uterus 
should be emptied in the early months, and by the quickest possible 
method. In miniature Cesarean section we have an excellent and 
safe way of doing so. 

At the same time, certain of the patients under discussion have 
been carried on by rest and treatment until there was reasonable 
hope of the child surviving, at which time Czesarean section was 
performed, 

One such patient, who had been in bed since her last confine- 
ment three months previously, was admitted to one of the infirmaries 
with loss of compensation; after a few months she was found to 
be pregnant and was transferred to the Maternity Hospital. On 
compensation being regained, she insisted on leaving the hospital, 
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only to return about a month later with a recurrence of breakdown. 
She was ultimately sectioned and sterilized, and was dismissed 
well with a live child. Prior to that she had been contined to her 
bed for a year. 

The operation of vaginal Czesarean section in the early months 
has been recommended as a rapid method of emptying the uterus. 
By this method, sterilization may be difficult more especially in 
primigravidae. 

With regard to the technique of the Czesarean operation, the 
classical incision has been used in all instances. It is desirable to 
have dilators at hand lest the cervix be closed when the operation is 
performed before term. Otherwise drainage may be interfered 
with. The anesthetic used in all instances has been chloroform, ether 
being contra-indicated owing to the susceptibility of these cases to 
pulmonary oedema. MacKenzie recommends this anesthetic, and 
states that he gave chloroform to all his midwifery patients suffering 
from cardiac disease, even to full anzesthesia, and never had any 
trouble. This has also been our experience. 

In conclusion, I contend that Czesarian section with sterilization 
is the best method of treatment for dealing with the graver cases 
of cardiac disease when complicated by pregnancy. 

I am indebted to my seniors for permission to use the material 
which I have had at my disposal. 


APPENDIX. 

Case 1. Gravida 1, admitted at 4th month: double mitral lesion and 

aortic regurgitation on adinission compensation lost: haemop- 
tysis: in hospital 102 days before operation: Compensation 
I.8.Q. at operation: Cresarean section: died. 
Gravida 3, admitted at 3rd month: double mitral lesion: on 
admission compensation lost : in hospital 63 days (2 admissions) 
before operation : compensation regained at operation : Czesa- 
rean section : dismissed well. 

Case 3. Gravida 2, admitted at 6th month: mitral stenosis : on admis- 
sion compensation lost: in hospital 60 days before operation : 
compensation regained at operation: Ceesarean section: dis- 

missed well. 

Gravida 1, admitted at 4th month : mitral stenosis : on adimis- 
sion compensation lost : pulmonary cedema: in hospital go days 
before operation : compensation lost at operation : 
section: died 12 hours later from embolism. 

Gravida 6, admitted at 3 months: mitral stenosis : on admis- 
sion compensation lost: in hospital 42 days before operation : 
compensation regained at operation: Czresarean 
month) : dismissed well. 

Gravida 8, admitted at 3 months : mitral stenosis : on admission 
cardiac asthma: in hospital 21 days before operation : condition 
improved at operation : hysterectomy : dismissed well, 


Cresarean 


section (5th 














Case 














Case 

















Case 


























Case 























Case 

















Case 

















Case 























Case 

















Case 




















Case 





























Case 









































“ 
Nn 


The discussion on the foregoing paper will be found on p. 398: 
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Gravida 1, admitted at 3 months: double mitral lesion: on 
admission dyspnoea precordial pain: in hospital 41 days before 
operation: condition improved at operation: hysterectomy : 
dismissed well. 

Gravida 4, admitted at 7 months: mitral regurgitation: on 
admission compensation lost—-orthopncea, heemoptysis : in hos- 
pital 36 days before operation : condition improved at operation 
Cesarean section early 9th month—not in labour: dismissed 
well. 

Gravida 3, admitted at 2} months : mitral stenosis : on admission 
severe dyspnoea : in hospital 30 days before operation : condition 
improved at operation: Cresarean section (31 months) : 
dismissed well. : 

Gravida 7, admitted at 8 months: mitral stenosis and aortic 
regurgitation : on admission severe orthopncea— breathlessness 
for 3 months before admission: in hospital 28 days before 
operation : condition improved at operation : Czesarean section : 
dismissed well. 

Gravida 3, admitted at 5 months: mitral stenosis : on admission 
compensation lost: in hospital 46 days (2 admissions) before 
operation: compensation regained at operation: Cresarean 
section : dismissed well. 

Gravida 4, admitted at 51 months: double mitral lesion: on 
admission compensation lost: in hospital 60 days before opera- 
tion : condition improved—orthopnoea at operation: Cresarean 
section 74 months—not in labour: dismissed well. 

Gravida 2, admitted at 8 months: mitral stenosis: in bed for 
4 months before admission : in hospital 14 days before operation : 
condition at operation not improved—severe orthopneea : 
Cresarean section 8} months—not in labour: dismissed well. 
Gravida 2, admitted at 4} months: mitral stenosis : compen- 
sation lost—auricular fibrillation in bed for 3 months before 
admission: in hospital 45 days before operation: Czresarean 
section (6 months) dismissed well. 

Gravida 2, admitted at 3 months : mitral stenosis : on admission 
orthopnoea— transferred from medical ward for operation : 


in 
hospital 20 days before operation: condition at operation 
I.S.Q. : hysterectomy : dismissed well. 
Gravida 1, admitted at 7 months: double mitral lesion : on 


admission compensation lost. orthopnoea, cedema: in hospital 
17 days before operation: condition improved—no cedema at 
operation : Cresarean section—not in labour: dismissed well. 

Gravida 7, admitted at 3 months : mitral stenosis : on admission 
severe orthopneea— auricular fibrillation: in hospital 20 days 
before operation : condition improved at operation : 


hysterec- 
tomy: dismissed well. 
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The Relationship of the Pediatrician to the Obstetrician.* 


By Norman B. Capon, M.D. (Liverpool), M.R.C.P. (London). 
Hon, Physician, Royal Southern Hospital, Liverpool; Hon. 
Pediatric Physician, Liverpool Maternity Hospital. 


OBSTETRICS, when regarded as an art 
doctors rather than by midwives, is 
predecessors of even a few generations 
the lying-in-room on all fours. 


and science practised by 
compartively new. Your 
ago found it wise to enter 
But consider how quickly public 
opinion has changed and how great has been the resulting advance 
of your science. 

In just the same way, though for different reasons, the status 
of the newborn baby is changing very quickly. 

The object of my note is to suggest to you some ways in which 
the health of the newborn child and its chances of survival may 
be still further increased by co-operation between obstetricians and 
paediatricians. 

It must be acknowledged at the outset that most babies are born 
in a healthy condition after a normal labour conducted by a midwife 
in the mother’s own ‘home; that such attention that the child 
requires is adequately given by the midwife, and that the baby 
does well. 

Happily for the extension of knowledge, a certain number of 
normal labours are conducted in the various maternity hospitals 
scattered throughout the country, and the nurses training in the 
hospitals have the opportunity of learning those simple, routine 
procedures which every newborn child requires. These babies 
come under the jurisdiction of the obstetrician in charge, and it 
is quite right that they should; for it is only common sense that, in 
the most magical of all medical procedures—magical because 
normally the doctor begins with one patient and ends with two 
the medical man who attends the labour should have a proprietary 
interest in the result, and should be proud to accept the responsi- 
bility of the additional life. At such an early stage of life the 
interests of the mother and her child are inseparable, though they 
are not always complementary. 

The obstetrician is thankful when the baby appears to be healthy 
not only for the mother’s sake, but also for the sake of his own 


*Read before the Sixth British Congress of Obstetrics and Gynecology, 
Manchester, England, April, 1927. 
L , 
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reputation; and being a busy man, he is thankful for another 
reason, namely that in all probability any attention the baby will 
require can be given quite well by the nurses in charge, and he will 
be able to devote his entire interest to the well-being of the mother 
during the puerperium. 

I hold this to be a fair statement of a normal labour in a 
maternity hospital. It works well in a great majority of cases; its 
shortcomings are firstly, that in some centres those who are 
specializing in the diseases of children are deprived of the oppor- 
tunity of studying healthy babies during the first two weeks of life, 
perhaps the most important part of life; this means that very little 
work is being done on the anatomy, histology and physiology of 
the newborn child. The second shortcoming is that nurses tend 
to acquire a distorted view of their knowledge of babyhood. When 
slight irregularities occur in the baby they advise and carry out 
their own treatment; for it is seldom that the resident medical 
officer risks an opinion on an infant. Thus it is that one so fre- 
quently finds nurses assuming the self-appointed réle of the baby 
specialist. I need hard':; remind you, ladies and gentlemen, that 
no matter how many may be one’s clinical opportunities, a sound 
opinion will only be developed on a firm basis of anatomy, physio- 
logy and pathology. Medical humility, without which there can 
be no advance, is developed only on a properly scientific training ; 
and I am afraid there are few nurses who would sav, with Ambroise 
Paré, ‘‘ I dress the wounds but God heals them.”’ 

When the baby is born deformed or injured, or becomes sick 
shortly after birth, new difficulties must be faced. Up to com- 
paratively recent years, the baby did-not receive a proper chance. 
True, this child born in a maternity -hospital was generally more 
fortunate than another, similarly. diseased or deformed, born in 
the mother’s own home, but its chances in comparison with those 
of the mother were poor. It hardly received the special attention 
which it needed. Let me be quite clear that I lay no charge against 
the obstetrician responsible for the case; there are many 
obstetricians who possess a very sound knowledge of the diseases 
of infancy ; and all, whether specially equipped in this way or not, 
accepted the terrible double responsibility in a way which has 
always excited the keenest admiration. In but few cases was there 
justification for the facetious accusation contained in the remark of 
a certain pediatrician that “the obstetrician must cease to regard 
the newborn as the unavoidable by-product of his essential function 
of separating the mother from the foetus.”’ 

There are signs, however, which indicate that during the first 
decade of the present century the minds of obstetricians were being 
influenced by the knowledge of advances taking place in the study 
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of paediatrics, which was rapidly becoming an important special 
branch of medicine; and this fresh interest was soon reinforced by 
a remarkable event in the history of babyhood. Possibly we have 
to thank the Great War for it—possibly it would have come in 
any case. At all events, out of a terrific wastage of life by battle 
there developed a new impulse to try to preserve it by science at 
its beginning. A great attack was made on the problems of ante- 
natal, intranatal and neonatal pathology. Eardley Holland, at the 
instigation of the Local Government Board conducted with his 
usual thoroughness and enthusiasm an investigation of stillbirths 
and neonatal deaths. The Medical Research Council invited a 
number of research workers to carry out somewhat similar investi- 
gations each in his own university or school. 

The combined results of the work of these investigators have 
added much to the knowledge of a little-known subject. At long 
last, the labours of Ballantyne have come into their own. But 
further than this, the interest aroused by the investigations 
attracted attention to the living as well as to the dead baby. It was 
realized that we in this country were not.abreast of some other 
nations in observing and investigating neonatal injuries and 
diseases. 

As a result, at most maternity hospitals of standing paedia- 
tricians were invited to co-operate mor> closely with obstetricians ; 
instead of being asked to come at infrequent intervals to see the 
unusual case, the pediatrician was now welcomed as one who might 
give assistance often—-even daily—in the wards. 

I must leave it to vou to decide whether these changes have 
helped you, and helped medicine. From the point of view of the 
children’s specialist, | can say that the experience is invaluable, 
and the prospects of useful investigation are excellent. 

In this work there must be the closest co-operation between the 
obstetrician and the paediatrician and each must be keen to learn 
from the other. The pediatrician must have a good knowledge 
not only of antenatal and neonatal anatomy, physiology and patho- 
logy, but also of the physiology and pathology of pregnancy, and of 
the effects of various forms of labour and of the different obstetrical 
procedures upon the infant. He must keep in touch with changes 
in obstetrical teaching and he should be able to offer a constructive 
criticism of these innovations judged from the standpoint of the 
infant, 

The breadth of his subject is at once apparent when a few of the 
most important conditions are called to mind e.g., prematurity, 
difficulties of breast-feeding, and the need for artificial feeding, 
congenital syphilis, birth-injury, asphyxia neonatorum, methods 
of artificial respiration, infections of the newborn, and the influence 
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of the various methods of induction, as also of Cesarean section, 
on the baby. 

The help which the obstetrician receives from the pediatrician 
is probably much less than he gives to his colleague, except in so 
far as he is relieved of some of the responsibility for the child’s 
welfare. But our special branch of work is still very young and I 
am sure that the obstetricians may look forward with confidence 
to receiving greater assistance when the knowledge of neonatal 
diseases has extended; to take one example only—the infective 
states of the newborn—there are already indications of advances 
which will be of considerable importance to the mother as well as 
to the child. 

Finally, let us look for one moment into the future. Neonatal 
pathology is advancing rapidly, and the maternity hospital which 
is not participating in this progress will soon fall behind the others 
in prestige. Unfortunately there is not equal progress in neonatal 
anatomy and physiology and histology ; this is largely because the 
importance of these subjects has not yet been fully realized either 
by those who are the benefactors of medical science, or by those 
influential members of hospital staffs and committees who stimu- 
late the benefactors and guide them in their giving. There are but 
few young doctors who can undertake special work of this kind 
without financial assistance in the form of grants, scholarships and 
fellowships. But this advance will come; and when it does it will 
be largely at the instigation of the obstetricians and under their 
leadership. I therefore appeal to you to remember this, especially 
when vou are advising upon plans for new maternity hospitals, 
in order that there may be sufficient and suitable accommodation 
provided for this type of work. 

The future will see obstetricians and p:zediatricians working 
together in a comradeship which will become progressively closer 
as each places himself more fully at the service of the other; and the 
work of both will be strengthened. 


The discussion on the foregoing paper will be found on p. 401. 





A Case of Melanoma of the Vulva. 


By Sir Ewen Mac ean, M.D, (Edin.), F.R.C.P. (Lond), 
F.A.C.S. (Hon.). 
Professor of Obstetrics and Gynecology, Welsh National School 
of Medicine; Senior Gynecologist, Cardiff Royal Infirmary. 


with 


Pathological Report and Observations. 


By J. B. DuGuip, M.D., Lecturer in Pathology, Welsh National 
Medical School, Cardiff. 


THE melanomata are peculiar in that their cells contain a variable 
amount of iron-free pigment called melanin, and an abnormal 
collection of such cells constitutes a melanoma. 

These tumours occur principally in the skin and in the choroid 
coat of the eye—that is, where pigment is normally found. 

Nicholson (Guy’s Hospital Reports, 1923), claims that while 
melanomata are uncommon, pigmented moles abound, and are 
present in 90 per cent. of all human beings; that the cells of 
pigmented moles, the commonest of all congenital malformations, 
are most emphatically not predisposed to tumour formation to a 
degree in excess of the other tissues of the body. 

The very able and complete contribution on the melanomata 
by Dawson (Edin. Med. Journ., October 1925), gives an illumi- 
nating histology, chemical and critical study of the subject. 

Our illustrative case concentrates our attention on the cutaneous 
variety, and in this connexion it is pointed out that normally in 
the skin the pigment granules occur (1) in the deeper layers of 
the rete Malpighii, and (2) in branching cells in the corium, 
especially in the transition zone between epidermis and dermis 
and also round the walls of the blood vessels. 

Whence come these pigmented cells? The view is held by 
some that all pigmented cells are mesoblastic in origin, and that 
the pigment found in epidermal cells is there by diffusion from 
the producing corium cells. Others hold that all the pigment cells 
are of epidermal origin and that the corium pigment cells are 
migrated epidermal cells or cells that have become possessed of 
pigment by diffusion from the producing epidermal cells. 
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Dawson strongly holds that the pigmented cells are from the 
basal layer of the rete Malpighii. 

The pigment may be regarded as elaborated either from the 
blood pigment, or by the secretory activity of the nucleus or 
nucleolus, or by a special metabolic activity of the cell itself. 

As regards location, pigmented moles may be found at any 
point on the skin surface of the body, and the vulva being covered 
by true skin shares in the general distribution. Eardley Holland 
(Journ. of Obstet. and Gynecol., xiv, 1908) quotes Veit as holding 
the view that pigmented spots and moles are more common on 
the vulva than on other parts of the body—-a view which Holland 
demurs to, adding that in the course of a full year of hospital 
practice he had not found one. 

The signs of malignant change are of great’ importance. 

Dawson summarizes his own observations and those of other 
writers in remarking that a pigmented nzevus which has remained 
unchanged for years may show slight enlargement with increased 
vascularity and pigmentation; it may not reach any considerable 
size but it may ulcerate superficially with frequent hemorrhages 
and subjective sy mpioms. The origin of the change may be 
spontaneous, but there is usually a history of slight trauma, or 
mechanical irritation of exposed surfaces, or the application of 
caustics or imperfect attempts at removal. Clinical histories 
repeatedly quote as having preceded the increase in size such 
sources of irritation as the repeated scratching of a macular nevus 
of the forehead, the friction of the clothes at the costal margins 
or at the axillary folds, or vulval pruritus. 

It is at this stage that the malignant process may be checked 
by extirpation which is bold and wide, for the pigmentary and 
proliferative changes in the epidermis and epithelial processes 
can be noted, under the microscope, to have spread beyond the 
area of surface pigmentation visible to the naked eye, and Handley 
(Lancet, 1907, i, 927 and 996) has shown that the mode of spread 
of melanomata in the parietal tissues is the same as that in 
breast carcinomata, being chiefly in the deep fascial lymphatic 
plexus. He claims that the objective of operative treatment, when 
indicated, should be not the excision of an organ but the extir- 
pation of a diseased lymphatic area. 

The following account of a case which came under observation 
too late for the operative treatment adopted to be effective may be 
of interest. 


Mrs. A.B., aet 67: nullipara, had graduated through the 


‘limacteric in her fortieth year without incident. Micturition 
anormal. No constipation. Sleep not satisfactory. Appetite fair 
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only, and thought that she had lost weight the previous few 
months. 

From as far back as she could remember she had had one or 
two small moles in the left temporal region and the left side of 
the chin. In particular she had had, also as far back as she 
could remember, a mole on the right side of the vulva, which 
until seven months previously had been the size of a small marble, 
but which during that time with considerable local irritation and 
unavoidable scratching had been steadily enlarging and latterly 
discharging. She could remember that her father had several 
‘moles’? and that they were common in his family. Her only 
sister had none so far as she knew, but she had died of “‘cancer 
of the stomach’’ at about the age of 65. 

On examination, a light brown mammilated mole, half an 
inch in diameter, was noted in the left temporal region, and one 
or two darker brown, smaller, hair-bearing moles on the left side 
of the chin. There were none on the trunk or limbs. 

On the vulva (Fig. 1) there was a black-brown, superficially 
ulcerating, solid growth, about one inch in all diameters, semi- 
pedunculated, from the junction of the anterior and middle thirds 
of the right labium majus and labium minus. The remainder 
of the vulva, including the prepuce, clitoris and vestibule, were 
quite clear of the growth, and beyond some evidences of pruritic 
irritation, showed nothing more than the usual senile changes. 
Per vaginam, there was nothing to be felt in the fornices. 

The right inguinal glands were definitely enlarged. Those 
of the left groin were unaffected. The urine was acid, 1020, showed 
slight trace of albumin and melanin reaction. 

No time was lost in carrying out a thorough eradication of 
the right side of the vulva and the whole of the related chain of 
glands. The wound healed by first intention, the patient 
regained her weight and sense of well-being during the following 
three months, when a swelling recurred in the outer part of the 
right groin, which spread inwards, but left the site of the original 
growth unaffected. The remainder of the vulva and the left groin 
also remained without change. 

A further operation was undertaken in an endeavour—only 
partially successful— to eradicate the recurrent growth, and 60 
millicuries of radon were buried in the wound for 24 hours. The 
wound healed but a mass was now discernible in the right iliac 
region, with cedema of the right lower limb, and an enlargement 
of the liver was unmistakable. A well-marked icteric tinge and 
repeated retching were soon added to the clinical picture and 
ushered in the inevitable termination. 
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MELANOTIC CARCINOMA, 
Report By Dr, J. B. DuGuip., 


The sections show a highly cellular tumour composed of 
epithelioid cells arranged in alveoli or solid acini which are sur- 
rounded by a delicate connective tissue framework. The cells 
are fairly uniform in size, but their shapes vary and include 
columnar, spindle, polygonal and multipolar cells. Their nuclei 
are large ovoid, mostly deeply staining, and possessing a promi- 
nent nuclear membrane and chromatin network. In many of 
them the nucleoli are prominent. The cells, for the most part, 
show a distinct columnar arrangement (Fig. 2), being attached 
at right angles to the connective tissue fibrils in the manner of 
the glandular epithelial cell to its basement membrane, but in other 
parts this formation is lost, and the cells form an irregular mosaic. 
The connective tissue framework is scanty and ‘frequently 
represented by a single fibril, but here and there it forms a deli- 
cate reticulum containing a few connective tissue cells, some of 
which are pigmented. The vessels of the tumour consist of thin 
walled capillaries. These are embedded in the connective tissue, 
their walls being formed by one or two delicate strands of it lined 
by flattened endothelium. In parts of the tumour where the 
acinar arrangement is not prominent, the cells are often more 
spindle shaped or multipolar, and cover large uninterrupted areas, 
so that the structure resembles that of a sarcoma. In yet other 
parts the connective tissue strands and capillaries are apparently 
more numerous, and round them the epithelioid tumour cells form 
radiating columns, appearing as if they grew out from the walls 
of the capillaries, thus forming the structure described by Ewing 
as ‘‘pseudo-perithelioma.”’ 

Pigment cells are not very numerous, and they are mostly 
confined to the connective tissue reticulum and clustered in the 
neighbourhood of the capillary walls. In one or two foci, however, 
the epithelioid cells themselves are heavily pigmented. 

In one of the sections the covering skin epithelium is repre- 
sented. It is for the most part unaffected, except in that it shows 
a slight excess of pigmentation of its basal layer. At one part only 
do the tips of the papilla appear to be involved in the tumour 
growth. At that part (Fig. 3) the basal cells are much distorted, 
many of them elongated, with hyperchromatic nuclei, so that they 
appear to have assumed the characteristics of tumour cells and also 
appear to merge into the formation of the underlying tumour 
mass. 


The question of the origin and histogenetic classification of 
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Fic, 2. Showing the alveolar strvueture which composes the ereater 
part of the tumour. A few pigment cells are lying amongst the connective 
tissue fibrils. Two dilated capillaries containing blood corpuscles are 


seen. X-250. 
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Fic. 3. Showing an area where the rete Malpighi is invaded by tumoui 
growth. The epithelial cells are degenerate and have lost their uniform 
arrangement. Near the centre, the more darkly stained malignant cells arc 
scen lying in close apposition to the basal cell layer so that they appear 
to be growing out from it. A few pigmented ‘chromatophores’ are seen 


in the cutis vera. Xx-250. 
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these tumours is not settled, but in this case there appears to 
be considerable histological evidence pointing to its being of 
epithelial type. The cells resemble that type. They are devoid 
of inter-cellular tissue and they form solid masses or alveoli 
into which the capillaries do not pass. The perithelial arrange- 
ment seen at some parts may suggest an origin in vascular 
structures, and according to the standards of some authorities 
might warrant its being classified as an endothelioma, but it would 
seem that this structure arises simply from the epithelial cells 
having based themselves on the very numerous fine ramifications 
of the capillary-bearing connective tissue strands, so that when 
these strands are cut across the epithelial cells are seen to radiate 
from them. The same appearance is seen in the papillary.adenoma 
or adenocarcinoma of the kidney—a tumour which is undoubtedly 
of epithelial nature. Whether or not this tumour arises in the 
cells of the basal layer of the rete Malpighii can not be determined. 
The appearance described in Fig. 3 might be taken to suggest 
that it does so, since the cells seem to show a gradual transition 
and merge into tumour growth. Such an appearance has been 
cited by some observers as representing the germ centres of these 
new growth formations, but this may not be taken as conclusive, 
because the appearance is just as likely to be caused by invasion 
of the papillz by the underlying growth. Indeed, in this case 
it may safely be said that this does not represent a germ centre, 
since the tumour has assumed such proportions as to have long 
since obscured its primary focus of origin. 

The relationship of excessive melanin pigmentation to tumour 
growth is difficult to define. That there is some association is made 
manifest clinically by the frequency of malignant tumours in places 
where pigmentation is excessive, but that may not be taken as 
evidence that pigmentation is the cause and tumour growth the 
effect. Until the physiological mechanism of pigmentation is 
understood the association will not be understood. Since, how- 
ever, the nature of physiological action may sometimes be made 
clear to us through pathological studies it is useful to consider 
certain features of this case. 

Normally, in the skin, pigment is found to be present both in 
the epithelial cells of the basal layer and in certain wandering 
cells (chromatophores) of the connective tissue in the cutis vera, 
but it is still uncertain which of these two types of cells 
is primarily responsible for the production of the pigment. It is 
uncertain whether it is the function of the wandering cells to 
manufacture and transport pigment to the epithelium or the 
function of the epithelium to form pigment which the wandering 
cells may carry away when it is no longer required. 
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The histological appearance in this case seems to provide 
indications. In the tumour structure the pigment is mostly 
contained in the cells of the connective tissue framework. These 
are cells which correspond in appearance and in situation to the 
connective tissue chromatophores of the cutis vera in the normal 
skin. They do not appear to be malignant cells, being quite 
separate from the epithelial masses. They lie in the conneetive 
tissue in the neighbourhood of vessels, and it would appear as 
if their function were identical with the chromatophores, namely, 
to carry pigment. At the same time, in a few scattered foci, the 
epithelial cells are found to contain pigment. Now although it 
is easy to believe that wandering cells may transport pigment ‘to 
the basal cells of the rete Malpighii, it is much more difficult to 
believe that wandering cells could maintain a supply of pigment 
to rapidly growing tumour cells, especially in view of the fact 
that the more rapidly growing tumours of this tvpe often contain 
the most pigment. It seems much more likely that the tumour 
cells themselves secrete the pigment and that the wandering con- 
nective tissue cells merely acquire it by a process of phagocytosis 
—a common property of wandering cells. Although these points 
are littke more than speculation they are worth considering, as 
they provide a strong basis for opinion. If it is accepted that 
the malignant cells are epithelial cells, then, since they are pigment 
bearing, it is probable that they correspond in type to the pigment 
bearing cells of the basa! layer of skin epithelium, and further, 
if these malignant cells are capable of pigment production it is 
almost certain that their prototype cells are likewise capable of it. 
This is tantamount to saving that melanin is a secretion of these 
epithelial cells. If that is so, then the melanoma is simply a 
manifestation of hypersecretion of epithelial cells, and since hyper- 
secretion is a fairly common feature of carcinoma (vide colloid 
cancer), excess of pigmentation is to be taken rather as a natural 
effect of malignant change in pigment secreting epithelium than 
as a casual factor of it. The fact that excessive pigmentation is 
often manifest, clinically, before malignant transformation, would 
simply indicate that hypersecretion of the cells is often a fore- 
runner of hyperactivity in the more dangerous direction of growth 
and multiplication ; not that the product of the secretion is in any 
way responsible for that growth, 
















































A Case of Interstitial Pregnancy at Term. 


By A. Louise McILroy, M.D., D.Sc. (Glas.) 
Professor of Obstetrics and Gynecology, Royal Free Hospital. 


Tue following case is of interest, being very rarely met with in 
obstetrical practice. 

A primigravida, aged 40 years, was admitted to the Royal Free 
Hospital on july 30th 1926, complaining of severe abdominal pain. 

The history was very incomplete, but the patient gave the 
information that she was pregnant at term, and that she had had 
a severe attack of abdominal pain on July 17th and was attended 
by a doctor. On July 24th the pain recurred and lasted two days. 
On the 29th the pain again occurred and was very severe and more 
diffuse and persisted until admission. The pain had not the 
characteristics of labour pains and there was not any uterine 
hemorrhage. 


Condition on admission. 

The patient did not appear to be acutely ill, but the abdomen 
was much distended. Owing to the distension and tenderness 
nothing could be made out on palpation. Foetal parts could not 
be felt nor foetal movements. There was a faint suggestion of 
foetal heart sounds in one area. No uterine contractions were felt. 
The cervix was closed and no foetus could be felt per vaginam. 
There was no uterine discharge or hemorrhage. The temperature 
was 100.4’ F. and the pulse rate 120. 

The diagnosis was that of pregnancy with some intestinal lesion, 
and as the patient did not appear acutely ill she was kept under 
observation during the morning while treatment was applied to 
relieve the pain. After a few hours, however, the patient suddenly 
collapsed and showed evidence of internal hzmorrhage. An 
immediate operation was performed, in order, if possible, to save 
the life of the foetus. The patient’s pulse was almost imperceptable, 
her respirations were between 60 and 80 per minute. The abdomen 
was tense and rigid and very tender. 

On opening the abdomen the placenta and the edge of a 
ruptured uterus presented themselves immediately through the 
incision. The abdominal cavity was filled with fresh blood clot 
and liquor amnii. A large perfectly formed full-time foetus was 
extracted from among the intestines. Cord pulsation was absent. 
The foetus was rigid with tightly clenched jaws as if in a condition 
of rigor mortis. I have not observed this condition before in the 
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case of stillbirths. The uterus showed a large rupture at its upper 
left portion. The placenta was firmly adherent to one portion of 
the thinned out uterus but the greater part was lying free in the 
abdominal cavity. In no place was the placenta attached to any 
abdominal organ. I rapidly performed hysterectomy with the 
assistance of Dr. Gladys Hill. The right Fallopian tube and ovary 
were normal and were left in position. The left Fallopian: tube 
and ovary were also normal but were removed and the wound 
closed. Intravenous saline was given but the patient died shortly 
after removal from the theatre. 

The specimen on examination showed a hypertrophied uterus 
with the cavity cut transversely as in the drawing. In the upper left 
portion of the uterus, entirely cut off from any communication with 
the uterine cavity, is a large lacerated sac with thinned out walls 
and having a small portion of the placenta attached to its interior 
and lower portions. 

The normal Fallopian tube and ovary are seen and the stump 
of the right normal Fallopian tube is shown. The Fallopian tubes 
show no evidence of pregnancy. The lower portion of the drawing 
depicts the incision across the cervix with the reflected anterior 
peritoneum. Sections taken from the sac-wall and examined 
microscopically show normal chorionic villi and decidual cells 
without any evidence of degeneration. Sections through the 
uterine wall show decidual cells but no definite decidual formation. 
The wall is very much hypertrophied. No chorionic villi are to be 
found in the uterine cavity. 

There is no evidence of any abnormality of development in the 
uterus. The conclusion is that the pregnancy persisted to term in 
the interstitial portion of the uterus and Fallopian tube. The sac 
expanded and formed a hernial protrusion from the uterus. The 
attacks of pain were probably due to contractioas of the sac and to 
incomplete rupture with adhesions. 

The complete rupture occurred after admission as the foetus gave 
the appearance of recent death. The collapse was due to the 
hemorrhage from the separated placenta. The diagnosis on 
admission was impossible without an anesthetic or X-ray, owing 
to the distension of the abdomen, and the patient was kept under 
observation to rest after her admission. When the sudden collapse 
occurred operation was periormed. The case is of interest as it is 
of very rare occurrence in obstetrical practice. 

I am indebted to Dr. J. M. Ross of the Royal Free Hospital 

»athological Department for her confirmation of the examination 
of the specimen. 





SPECIMEN OF RUPTURED INSTITIAL PREGNANCY AT TERM. 


Uterus is cut transversely—Part of Sac is seen with placenta. 


(a) Uterine Cavity. (b) Cervix. (c) Tube. 








REPORTS OF SOCIETIES. 


SIXTH BRITISH CONGRESS OF OBSTETRICS AND 
GYN AECOLOGY. 


A very successful meeting of the Sixth British Congress of 
Obstetrics and Gynecology was held at Manchester on April 27th, 
28th, 29th, under the Presidency of Professor W. Fletcher Shaw. 

On Wednesday, April 27th, the subject for discussion was 
“The Treatment of Inflammatory Conditions of the Uterine 
Adnexa.’’ Chairman, Professor W. Fletcher Shaw. In the 
evening, a Reception was held at the Whitworth Art Gallery by 
Professor and Mrs, W. Fletcher Shaw, at which 500 guests were 
present, and at which a splendid concert was given and much 
appreciated by those present. 

On Thursday, April 28th, several, papers of obstetric and 
gynzcological interest were read. Chainman, in the morning, 
Professor Archibald Donald; and in tMe afternoon, Professor 
R. T. Johnstone. In the evening, a very successful dinner was 
held at the Midland Hotel, at which ladies were present. Chairman, 
Professor W. Fletcher Shaw. The speakers at the dinner were 
Professor W. Fletcher Shaw, Dr. Eden, Sir Frances Champneys. 
Professor R. T. Johnstone, Dr. Curtis and Dr. Graves. 

On Friday morning, April 29th, further papers were read. 
Chairman, Sir Ewen J. Maclean.” In the afternoon, operations 
were performed at the Manchester Royal Infirmary and at St. 
Mary’s Hospitals... In the evening, Professor Archibald Donald 
gave a dinner at the Union Club to the Council of the Obstetrical 
Section of the Royal Society of Medicine and to other guests 
including Dr. Curtis and Dr. Graves. 


An Exhibition of Pathological Specimens was arranged in 
the Museum adjacent to the Lecture Theatre where the Congress 
Meetings were held, and was open for inspection. 


* At the termination of the Friday morning sitting, votes of thanks were proposed 
by Sir Ewen J. Maclean to Professor W. Fletcher Shaw, and Doctors Daniel Dougal, 
and John Bride for the great care they had taken in arranging the Congress which 
had been such a success. These votes of thanks were enthusiastically received and 
carried with great acclamation. 





PROGRAMME. 
WEDNESDAY, APRIL 27th 


OPENING PAPERS ON 


THE TREATMENT OF INFLAMMATORY CONDITIONS OF 
THE UTERINE ADNEXA. 


BY 


Dr. Aleck W. Bourne —Operative Treatment of Acute Salpingitis. 

Professor Beckwith Whitehouse —-Expectant Treatment of Acute 
Pelvic Inflammations. 

Dr. S. J. Cameron —-Radical Treatment of Pelvic Infection. 

Dr. Arthur H. Curtis —Surgical Indications in the Treatment of 
Gonorrhoeal Lesions of the Uterine Adnexa. 

Professor Blair Bell—Conservation of Ovarian Function. 

Dr. Bethel Solomons —-End Results of Salpingostomy and 
Allied Operations for the Restoration of Tubal Function. 


THURSDAY, APRIL 28th. 
COMMUNICATIONS BY THE FOLLOWING 


Dr. William P. Graves—The Cancer Problem in Gynzecology. 

Sir Bernard Spilsbury—Sudden Death due to Manipulation of the 
Uterus during Pregnancy.* 

Dr. Aleck Bourne—Action of Pituitary and Ergot Alkaloids in 
Labour, Illustrated by Tracings. 

Dr. L. Cassidy--Deep X-ray Therapy in Non-Malignant Gynzco- 
logical Conditions. 

. James Young—Late Pregnancy Toxzemia and its relation to 
Abortion, Premature Labour, Accidental Hzemorrhage and 
Still-birth. 

.G. 1, Strachan—Further Experience with Radium in the Treat- 
ment of Carcinoma of the Cervix. 


* Paper and Discussion to be published later. 





Reports of Societies—Congress Discussion 


Fripay, APRIL 29th 
COMMUNICATIONS BY THE FOLLOWING 


Dr. Wilfred Shaw—Some Pathological Forms of the Corpus 
Luteum. 

Dr. R. A. Lennie—Pregnancy complicated by Cardiac Disease ; 
An Analysis of a Series of 86 Cases, with Particular Reference 
to the Results of Treatment. 

Dr. Norman Capon—Relationship of the Obstetrician to the 
Pzediatrician. 





DISCUSSION ON 
THE TREATMENT OF INFLAMMATORY CONDITIONS 
OF THE UTERINE ADNEXA*, 


Dr. W. P. GRaAves in opening the discussion said : I have been 
extremely interested in listening to the valuable papers on pelvic 
inflammation, and I shall discuss the subject chiefly from the 
standpoint of organ conservation. Conservative surgery of the 
pelvis is one of the most important branches of all Gynecology, in 
that its proper performance requires great skill, expert judgment, 
and a thorough knowledge of pelvic pathology. Success depends, 
therefore, in great measure on the individual capability of the 
operator. 


In most cases the surgeon is faced with one or both of two 
problems, first the relief of the patient’s symptoms, and secondly 
the restoration to fertility. I shall speak chiefly of the latter phase 


of the subject. 

In our operations for sterility due to pelvic inflammatory disease 
we are accustomed to divide the cases into four groups, based on 
the etiology of the disease, a fairly accurate diagnosis of which may 
usually be made by inspection of the organs combined with a study 
of the clinical history. Thus we endeavour first to determine 
whether the sterility is due: (1) to appendicitis, (2) to puerperal 
sepsis (including septic abortions), (3) to gonorrhoea, and (4) to 
tuberculosis. 

Very little has been said this morning on pelvic infections 
secondary to appendicitis. We find in our experience that early 
appendicitis is an extremely common cause of pelvic adhesive 
peritonitis and later sterility. This type of the disease is by far the 
most favourable for operations for the relief of sterility since the 
damage to the adnexa is comparatively slight. The lesion usually 
consists of a glueing together of the tubal fimbrize and an invest- 
ment of the ovaries with an organized, tightly clinging fibrinous 
veil. One may often demonstrate how this process takes place 
during an operation for subacute appendicitis. In the posterior 
cul-de-sac is found an organizing exudate in which the tubes and 
ovaries lie immersed. The process is not confined to the right side 
but is more commonly blateral. The operation consists essentially 
in a delicate freeing of the adherent and inverted fimbriz, and the 


* See pp. 185—228, 
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equally important stripping the ovary of the fibrinous veil with 
which it is invested. 


In the second group of cases in which the infection is the result 
chiefly of septic abortion operations for sterility are often success- 
ful, since here as in the first group the process is extrasalpingeal. 
The pathology and treatment are similar to that of the appendicitis 
group. 

The third group, which includes cases of sterility due to gonorr- 
hoea, is much less favourable since the process is essentially 


endosalpingeal, and only too frequently the proximal ends of the 
tubes are hopelessly obliterated. In this type of case we advocate 
trying every reasonable method of conservative cure that ingenuity 
can devise, including not only those that have been mentioned this 
morning but many others. Failure is the rule; but success. is 
sufficiently frequent to justify operation, and leads to the hope that 
sometime this most difficult mechanical problem may be solved. 

In the fourth or tuberculous group, restoration of fertility is 
hopeless and conservatism has no place. 

A word as to the treatment of ovaries that are sometimes 
necessarily lacerated during their release from old tenacious 
adhesions. It is remarkable to see what hopeless looking ovarian 
relics may, by ingenious reconstruction, be restored to compara- 
tively normal form with full functional powers. The same principle 
of reconstruction may be applied to the ovarian tissue that may be 
recovered from bilateral dermoid cysts, retention cysts, and 
endometrial tumours. 

In all conservative operations we recommend finishing the 
operation with an Olshausen’s suspension as one of the best means 
of preventing dislocating adhesions. 

With regard to the conservation of ovaries during hysterectomy, 
Dr. Bell in his remarks has perhaps challenged me to a statement 
on a subject on which we are not in entire agreement. When the 
uterus must be sacrificed it is not our custom to conserve the ovaries 
in fully-matured women. Our estimate of the ovary as an organ of 
internal secretion may be epitomized somewhat as_ follows: 
There is no question that the ovary up to the age of puberty is an 
extremely important balance to the other organs of internal 
secretion in the development and evolution of the individual. The 
removal of the ovaries during that period would be an irremediable 
disaster. During adolescence, the ovary continues in a gradually 
diminishing degree its influence in bodily and mental development, 
but has assumed its new and final function of reproduction. Loss 
of the ovaries during this period is also a serious constitutional 
misfortune. 

Mter full maturity, and after the establishment of sexual sensi- 
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bility, the general endocrine influence of the ovary seems normally 
io be of minor importance as is shown by the slight changes that 
ordinarily ensue in the individual after ablation. 

There seems to be very little difference in the post-operative 
results of surgeons who leave the ovaries in situ during hysterec- 
tomy and those of surgeons who remove them. It cannot, therefore, 
matter very much either way. Personally, | remove the ovaries 
with hysterectomy because if left behind they are a source of danger 
from adhesions, cyst formation and malignant degeneration for 
which they not infrequently require later removal. 


Mr. L. C. Rivett (London): I wish to call attention to some 
aspects of the subject which do not appear to have been covered by 
the previous speakers. Mr, Bourne advocates early operation in 
cases of suppurative salpingitis. [| agree with him and go even 
further by advocating early operation in all cases of acute salping- 
itis in the catarrhal stage. 

A certain number of cases of chronic tubal disease, when there 
is no palpable swelling, and only a slight lesion of the Fallopian 
tube, have symptoms due to pelvic adhesions that demand inter- 
ference years later. These may be most formidable overations, and 
| will relate a case that came under my care six months 
ago. The patient was aged 26, and had been married four or five 
vears. She gave an indefinite history of what might have been one 
or two mild attacks of pelvic peritonitis. I inflated the Fallopian 
tubes and found them blocked. | then opened the abdomen and 
found loops of small intestine densely adherent in the pouch of 
Douglas; and in separating these adhesions the peritoneal coat of 
the intestines was damaged. She had a good deal of post- 
anesthetic vomiting, and three days after the operation she burst 
one of the weak places in the intestine during a violent retching 
attack, and died, 

| am convinced that she would have been saved if she had 
been opened earlier, before the adhesions became so dense. 

I wish to ally myself with Professor Blair Bell in regard to the 
conservative treatment of the ovaries, and saving healthy ovaries 
when doing hysterectomy for discase of the uterus. [| think it is 
beside the point to remove healthy ovaries because they may 
develop ovarian cysts later. A certain number of ovaries will 
develop cysts whether the uterus has been removed or not, and | 
will relate a case that bears on this point, and on the formation of 
adhesions. Four vears ago a patient was admitted to Chelsea 
Hospital for Women under Mr. Berkeley, and a single simple 
multilocular cyst of the right ovary was removed. The cyst was 
lifted out of the abdomen wthout handling the intestines, the 
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pedicle ligatured, and the abdomen closed. She came up recently 
with a large swelling, and was admitted under my care. I opened 
the abdomen and found a cyst of the left ovary. The whole cyst 
was densely adherent to the intestines, uterus and pelvic wall. 
The uterus was so incorporated with adhesions that I could not find 
any plane of separation. The left ovary was normal at the first 
operation four years ago. There was no obvious cause for the 
adhesions, which had no connexion with the right ovarian pedicle, 
which showed as a small knob. 

I have seen cases in which there has been a large pelvic abscess, 
say from the appendix, and in which [I have just drained the 
abscess, and six or seven weeks later operated to remove the 
appendix, and have been amazed not to find any adhesions. The 
factors in the production of adhesions are not as clear as some 
of the speakers seem to have been trying to make us believe. 


Dr. MiLes Puitiips: The last speaker said he had formed 
the impression that this meeting is very largely in favour of leaving 
the ovaries when the uterus is removed, and | feel that | ought to 
join Dr. Donald, in saying that, after very carefully testing the 
matter for a number of years--I started: with the idea that it 
was better to leave the ovaries—I have come to the conclusion that 
the interests of the patient are best served by removing the ovaries 
if the uterus has to be removed. This is the result of tests made 
in different ways, occasionally leaving the ovaries and so on. The 
main difficulty in these cases is very often the family doctor. If 
he is obsessed with the idea that should the patient’s ovaries be 
removed she is going to have a very bad time he will probably 
put her on ovarian tablets, which never did anv woman any good. 
The woman, too, gets the impression that everything is wrong 
because of the radical nature of the operation. | always make it 
my duty to explain to the patient that it is necessary to remove 
the uterus and do not mention the ovaries. Sometimes the meno- 
pause, which would have occurred many years later, will come on, 
but it is likely that, on the average, the woman will have less 
trouble than she would if she had waited. I have watched many 
hundreds of patients under these conditions and | have firms 
convinced myself, if the uterus has to be removed, it is better to 
remove the ovaries as well. 


So many interesting points have been raised in the discussion, 
that in the matter of technique it is difficult to choose one subject 
for criticism. I was most interested to hear the results of Mr. 
Bourne’s operations in acute cases and | should like to say that 
what I have heard to-day will not lead me to alter my opinion that 
there is nothing to be gained by operating at once in acute cases, 
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I used to wait till the patient had had a normal temperature for 
six weeks before I operated, but I have reduced that to a period 
of two or three weeks. 

As regards the question of the radical or conservative operation 
there is one phase which has not been referred to, and that is the 
point of view of the individual. We are obsessed with statistics in 
these days, but in my opinion, it is the surgeon’s duty to find out 
clearly beforehand from the individual on whom he is going to 
operate, what her wishes are in the matter. If she has two or 
three children and is determined to have no more, and she is 
practising some form of birth control, that would weigh in my 
mind in favour of a radical operation; that is if she happened to 
present the state of things in which any of us would have difficulty 
in deciding whether to treat the case as calling for a radical opera- 
tion Or a conservative operation, There are three groups of cases, 
some in which one would wish to practise conservative methods, 
particularly in a young woman, others in which everyone would 
be in favour of radical measures, and the intermediate ones which 
are the most difficult to decide. The point I make is that we ought 
to be prepared for what the individual patient wishes, and it should 
be explained beforehand what the nature of the operation may 
have to be. 

Mr. Bourne referred to another point that interested me, again 
thinking of the individual. I never open the abdomen without 
examining the patient in the lithotomy position, in order to ascer- 
tain the exact conditions in reference to the treatment of the 
infection of the lower genital organs. In any case of the 
conservative operation it is important that the patient should not 
be sent out in two or three weeks and lost in the out-patients’ 
department. It is the surgeon’s duty to see that the lower infection 
is carefully treated and that the individual is kept in hospital for 
a few weeks, if she is to be cured. 

Dr. Bourne refers to the treatment with protargol. For nearly 
twenty years I have treated cases of gonorrhoea with 20 per cent. 
of protargol in glycerine. The uterus is packed daily with it. I 
do not know whether it is common knowledge that if in a case 
in which the Fallopian tubes are healthy, the uterus is packed with 
gauze soaked in glycerine and protargol, and the abdomen is then 
opened immediately, it will be found that the glycerine solution 
has got into the abdominal cavity through the Fallopian tubes. 

One other point. [ am interested to hear Dr. Curtis’s confirm- 
ation of the idea we all hold that the gonococcus is very rarely 
identified in the Fallopian tubes we operate upon. I should have 
been very interested if he had referred to the possibility of other 
organisms being present. It seems to me in connexion with the 
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question of mixed infection that the streptococcus, which is 
so commonly found as a result of prolonged gleet in males, is a 
factor also in females, and will lead to great difficulty in deciding 
whether the operation should be radical or conservative. 1 under- 
stand Dr. Curtis investigated the bacteriological contents of the 
Fallopian tubes after pulping them and I should like to know 
whether, in the search for the gonococcus, he came across the 
streptococcus. 


Prof. HENRY BriaGs said he was loth to join in the discussion 
as he felt somewhat of the scarred veteran from the gynecological 
trenches. 

He was particularly impressed by the contribution of Dr. Curtis 
on the life history of the gonococcus. 

In his own early days in Liverpool, in the course of a controversy 
on the removal of the uterine appendages, speakers had prophe- 
sied the growth of beards, changed tempers and voices, for the 
surgical victims. Prejudice there was then, and to-day in the same 
city the conservation of the ovaries was advocated by his successor 
Professor Blair Bell. 

Professor Briggs in this connexion recalled the teaching—the 
fundamental teaching--of Lister, that pathogenic germs on a slide 
or cover glass could be readily destroyed, but in the living tissues 
of the body demarcation or destruction is a wholly different 
matter. He (Professor Briggs) held that many of the conservative 
expedients, also the attempts to destroy the germs locally in the 
tissues by the use of strong antiseptics, were unsound and useless 
precautions. As a rule, the surgeon erred by removing too little. 
Strange to say, not one speaker to-day had alluded to the vaginal 
radical operation of Laudau and the complete relief it afforded. 

Drainage was important: he cited the case of a young woman 
aged 21 in whom, by abdominal section for an intra-peritoneal 
abscess, he found the two Fallopian tubes turgid and pouring pus 
into the pouch of Douglas, and then drained through the abdominal 
wound without removing or interfering with the tubes or ovaries. 
The woman had since borne five children. Professor Briggs 
said this singular experience lodged its object lesson on later 
operations of salpingostomy seldom followed by fertility and often 
followed by unrelieved suffering. 

He (Professor Briggs) held that many of the refined surgical 
evmnastic openings and insertions of the Fallopian tubes advocated 
to-day were destined to fail from pathological causes still threaten- 
ing a mechanical achievement. 


Professor Briggs said his own operative experience of salping- 
ostomy in old-standing tubal disease had been most disappointing : 
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he could only recall one instance of subsequent childbearing ; in 
conservative surgery efforts may be too late. 


Professor SiR EWEN MACLEAN: I have very few observations 
to make. In the first place, those of us who have had many years 
experience of gynaecological work must have been struck, from 
time to time, with the great power of resolution of these matted 
inflammatory masses very often found in the pelvis. These cases 
are capable, under rest and routine treatment, of extraordinary 
powers of resolution. We have investigated cases which have been 
under treatment and on returning from a convalescent home even 
after three or four weeks the degree of resolution attained has been 
extraordinary and impressive. | think the main cause of infection 
has been streptococcal. 

With regard to the participation of the appendix in this 
inflammatory condition of the appendages, all of us must have been 
impressed with the frequency of non-infection of the appendix 
in so many of these profoundly infected cases. The extent to 
which the appendix is affected is frequently superficial and in 
many cases, the appendix has been perfectly free. The relation 
between the appendix and the appendages requires further 
elucidation. 

| have many times performed salpingostomy in cases of salpin- 
gitis with sealing but I cannot quote to this Conference any 
instance in which there has been a succeeding pregnancy. 

I should like to ask Dr. Curtis one question. He said— and 
I think we understood his point which is a very important one 
that as regards the disposal of the Fallopian tubes in certain cases, 
consideration must be given by the operator to the previous history, 
whether it is of gonococcal or of streptococcal origin. The question 
I want to ask is, How does he determine which is the one or the 
other at that critical moment, and how can we exclude the possi- 
bility of the infection being mixed ? | 


Mr. Comyns BERKELEY (London): I had no intention of taking 
part in this discussion until you, Mr. President, called upon me. 
My difficulty is that I have no statistics available and have not 
looked up any cases, and, therefore, | can only give you one or two 
general impressions. I have not practised some of the operations 
described to-day, so I do not feel justified in criticising them. 

My first attendance at a gynecological meeting was when the 
late Dr. Cullingworth presented his thesis on the treatment. of 
inflammation of the Fallopian tubes, at the old Obstetrical Society. 
Sir Francis Champneys was present, and IT remember the acrimo- 
nious discussion that took place. As this was my first experience 
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of a medical meeting | thought that if they were all like that I should 
take good care to attend regularly. (Laughter). I have been 
disappointed in this respect. (Laughter). My chief, the late Dr. 
William Duncan, was on the side of Dr. Cullingworth and 
naturally, as was then the case with all juniors, | thought that I 
could follow no better example than that of my chief. It was Dr. 
William Duncan’s custom, when operating at Middlesex Hospital, 
on cases of tubal inflammation, to remove the ovaries as well as the 
‘allopian tubes. For many years now, however, it has been our 
practice to leave the ovaries whenever we could, and this also when 
removing the uterus for fibroid tumours. 

Apparently it is the feeling of this meeting that it is better to 
leave the ovaries. My impression is that apart from the fact that 
the ovaries may require dealing with later on because of disease, 
it does not much matter whether you leave them or not. Whether 
the benefits that accrue to a woman by leaving her ovaries are as 
great as some of the advocates of this procedure would lead us 
to believe, | doubt. The Manchester figures certainly showed the 
opposite. 1 will admit that if the ovaries are left the woman does 
not then consider herself unsexed, which, with some women, at 
any rate, is a matter of much concern, since there are some cases 
in which a woman who has lost her ovaries may be more or less 
obsessed with her condition, and the knowledge that her ovaries 
have been removed may very rarely have a mental effect on the 
patient. Therefore, whenever I possibly can, | leave the ovaries 
on these grounds. I know that some of those who advocate 
leaving the ovaries contend that the menopausal symptoms are 
postponed to the natural time. Such has not been my experience 
and | wonder whether the undoubted fact that in some cases the 
ovaries which have been left have to be removed later does not 
more than counterbalance any delay in the onset of the menopause. 

With regard to “slinging up’’ the uterus: I served 16 years 
in the out-patient departments of the Chelsea and Middlesex Hospi- 
tals and | observed that quite an appreciable number of patients who 
had been operated upon for inflamed appendages, and had left the 
hospital in the usual time, returned, in due course, to the out- 
patient department complaining of pelvic symptoms. On exami- 
nation | found that in many such cases the uterus was adherent 
to the pouch of Douglas. This fact so impressed itself on my 
mind, it must be more than 20 vears ago, that in all cases in 
which I have removed the appendages and in which there has 
been a raw area left behind the uterus, | have either ventralsus- 
pended this organ or shortened its round ligaments. I have never 
had any regrets in so doing. 
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With respect to the time of operation in cases of acute salpin- 
gitis, it has been my custom to wait till the temperature has 
remained normal for five days. I expect it is the experience of 
all of us that, as a rule, when the patient is warded, her tempera- 
ture falls quickly to normal. This answers Professor Hendry’s 
point. 

With regard to the clean sweep : when I was writing with Victor 
Bonney, our textbook on Gynecological Surgery, we looked 
up the notes of a large number of cases of operation for diseased 
appendages, and at that time there was no doubt that the death- 
rate, though small, was certainly greater when the uterus was 
removed than when it was left. 


Miss F. Ivens (Liverpool): For the purpose of this discussion 
] have analysed 250 cases of adnexal inflammation. These fall 
into three groups :— 


I. 125 cases of gonococcal infection—go acute, 35 chronic. 
II. 68 cases of tuberculous origin. 
Ill. 57 cases following appendicitis. 
I. Gonococcal Infection. 

In the past the treatment of acute purulent salpingitis left 
much to be desired. Total removal was unscientific and barbarous, 
and milder measures were often followed by prolonged ill health 
and also almost invariably by sterility. 

In 1919, impressed by the success which followed the use of 
serum in War surgery, I began to try the effect of anti-gonococcal 
serum. I was fortunate in obtaining from the Nicolle Laboratory 
of the Pasteur Institute a potent anti-microbial serum, of which 
the efficacy has been proved by Debré, Paraf, Ravaut! and 
Cruveilhier.?_ [| varied the method. 

At first I injected the Fallopian tubes with serum after opening 
any pyosalpinx or ovarian abscess, mopping out freely with normal 
saline solution and closing the abdomen without drainage. I also 
administered it subcutaneously during operation, diluted in normal 
saline. | also combined the two methods. 

I have treated 60 cases—44 acute and 16 chronic—with serum, 
in amount varying from 20 to 60-80 cc. I operate as soon as 
the diagnosis of the presence of pus has been made, so that the 
tissues shall not become disorganized. This is very necessary, for 
one has to avoid permanent thickening and severe adhesions. 

| only close the abdomen if the case appears to be a pure 
gonococcal infection. If not, abdominal drainage of the pouch 
of Douglas is used for a couple of days or longer if necessary. 
| avoid vaginal drainage, as a second re-infection will almost 





Reports of Societies—Congress Discussion 369 


unavoidably be introduced. At the earliest possible moment a 
bacteriological investigation of the pus is made, chiefly to exclude 
the presence of streptococci. Should the case be at all suspicious, 
antistreptococcal serum is given in addition. 

The after-treatment consists of rectal saline injections, the 
Fowler position and early and frequent purgation. 

The serious complication of anaphylaxis is guarded against 
as far as possible; first by the dilution of the serum with normal 
saline solution ; secondly, slow injection, as advised by Besredka ; 
thirdly, the avoidance of intravenous injections and of repeated 
injections after eight days’ interval. 

As a control, 14 acute cases have been treated by abdominal 
section and saline lavage of the Fallopian tubes without serum. In 
addition 35 chronic cases have been operated on for closed 
Fallopian tubes--18 with and 17 without serum. 


Results. There has been no mortality except in one case when 
acute gonorrhoeal infection was associated with appendicitis, and 
when antistreptococcal serum was unfortunately omitted at the 
operation. In a few cases radical operation has since been neces- 
sary, but when closely investigated, most of these cases have been 
found to have been exposed to re-infection. 

The after-histories compared very favourably with those treated 
without serum. Six serum cases—five acute, one chronic—-have been 
known to have had children since, and one acute case who was 
treated on the same lines but without serum. Many of the others 
state that they are in excellent health. 


Examples. In one case of pelvic abscess with pyosalpinx and 
purulent salpingitis, a left salpingo-oophorectomy was performed, 
leaving the right Fallopian tube and ovary. 60 cc, of serum was 
given. A child was born six years later, labour being normal. The 
mother stated that she was able to do factory work until she was 
seven months pregnant. 

In a rather similar case, operation was performed in June 1921, 
both Fallopian tubes were left. 40 cc. of serum was administered. 
A child was born four years later. The interval between operation 
and pregnancy is noticeably long. 

In addition, | have used serum subcutaneously in some cases 
when there was evidence of gonococcal infection in the puer- 
perium, without operation, and have been encouraged by the 
results so far obtained. 

1 am convinced, from the replies received from these 
patients, that there is scope for the use of a reliable antigonococcal 
serum, but | am sure that, to be efficacious, it must be used early. 
Unfortunately, it cannot protect against re-infection. 
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II. Cases of Tuberculous Origin. 

I have found in most of my cases that both Fallopian tubes are 
affected and require removal, but it is often possible to save the 
uterus and one ovary, which I leave in situ. This is particularly 
important, as many of these cases occur in young women. When, 
in accordance with the wish of the patient, attempts have been 
made to leave one Fallopian tube, the results have been dis- 
appointing and a second operation has generally been necessary. 
Two cases out of the 68 were fatal. In both, the intestine was 
affected. 


III. Cases following Appendicitis. 

In the group of cases in which the infection was secondary to 
appendicitis (57), 1 removed the appendix through a median 
incision and drained the pouch of Douglas, only removing a 
Fallopian tube if obviously disorganized. This was generally, 
but not invariably the right one. I found it advantageous to give 
anti-streptococcal serum at the time of operation. There was no 
mortality except in the case associated with gonorrhoea. 

Appendicitis appears to play almost as large a part in the 
causation of sterility by closure of the Fallopian tubes as does 
gonorrhoea. Its importance in this respect appears to have been 
recognized only during the last few years. It is probable that 
the Fowler position may be an additional factor. 


Dr. FURNEUX JORDAN: It is rather bold of me, as one of the 
older men, to take part in a discussion on so many important 
subjects. The Congress is to be congratulated on the very high 
standard of the papers submitted this morning, and they are 
all of very great interest. It is impossible to discuss each one of 
them and | only intend to refer to one or two points that have 
been raised. It is quite possible that | am the only person present 
who was taught gynecology by the late Lawson Tait, and we 
must bear in mind that he taught a very radical and complete 
removal of the appendages, not differentiating in any way between 
the Fallopian tubes and the ovary. When you think of the 
conditions under which Tait did his original work in connexion 
with diseases of the appendages vou must be filled with admiration, 
and also for the work done in the advancement of operations in 
diseases of the appendages by Cullingworth, who, I believe, had 
his practice in Manchester. He and Tait were the men who taught 
us what to do for diseases of the appendages. 

We have to remember too, that they did all their work on the 
flat table. Tait gave up work in 1893 or 1894 and died in 1899, 
and if | remember rightly, the Trendelenburg position was only 
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introduced about that time. The work they did was really 
marvellous when you think of the conditions under which it was 
performed. 

As a matter of interest | looked up the Medical Reports of the 
Women’s Hospital at Birmingham for a considerable number of 
years and | found in the first few years, in all pus-tube cases both 
Fallopian tubes and ovaries were removed. Professor Blair Bell will 
be pleased to hear that as years have gone on, and almost entirely 
in the last few years, the Reports indicate the removal of one or 
both Fallopian tubes only. During the last 12 or 15 years in 52 
out of a total of 257, I have performed total or sub-total hysterec- 
tomy in addition to the removal of a Fallopian tube. So there has 
been a distinct improvement in the treatment and in many cases 
the ovary is saved. 

There is one point | wish to raise in reference to these cases 
of pvosalpinx which has not been mentioned, and that is the 
distinction between the pyosalpinx of gonorrhoea and the tubal 
abscess which follows a septic abortion or confinement. In my 
experience the pus tube is complicated by abscess of the ovary in 
cases of septic abortion or confinement. 

There is another, to my mind, very important practical point 
in the treatment other than those already referred to—the ease 
with which gonorrhoeal adhesions are separated. | would go 
further and say that in most cases of gonorrhoeal infection 
of the Fallopian tubes, even in acute cases, you can remove the 
Fallopian tube without the risk of after-adhesions. I have, how- 
ever, had adhesions in cases of tubo-ovarian abscess in which the 
infection has followed a miscarriage. 

I do not know whether it is a difference in the virulence of the 
germs or in the nature of the germs which causes these two kinds 
of infection. 

I am always anxious to cover the surface left raw. That is 
why | have been more inclined, when removing a tubo-ovarian 
abscess, to remove the uterus also, because it is extremely difficult, 
if you have a raw surface after separation of adhesions, to cover 
it with the object of preventing adhesions. In such cases in the 
early vears of this century I adopted vaginal drainage, but we want 
to make a distinction between the pyosalpinx and the pelvic abscess. 

Vaginal drainage for pure pelvic abscess is most likely the 
ideal treatment, but I am not in favour of it for pus tubes. If you 
make an opening into the vagina you cannot see what vou are 
doing, and have to depend entirely on what you feel. You cannot 
be absolutely certain that you are going to drain both Fallopian 
tubes. You may not be able to reach one and therefore I have 
given up, long ago, vaginal drainage for pus tubes. 
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I can imagine vaginal drainage must be a primary measure but 
a great drawback if you want to remove a Fallopian tube later on, 
because you have increased your difficulties. Adhesions will have 
formed where you made the incision into the vagina and they are 
very dense and hard to separate. 

In conclusion, | should like to thank those who have read 
papers for what I have learned this morning of the importance 
of preserving the ovaries and trying to save the Fallopian tubes 
which mav afterwards function again. I would, however, utter one 
word of warning, we must not lay too much stress on the possible 
fertility of these women. Supposing one performs thirty abdominal 
sections, with a total result of three or four babies, may not this 
be too big a price to pay ? 


Professor JAMES HENpry, (Glasgow University): I should 
like to contribute to this discussion, a report on a series of 286 
cases of inflammatory disease of the uterine adnexa, treated in the 
University Gynecological Wards of Glasgow Royal Infirmary 
during the past eight years under the care of Professor Munro 
Kerr and myself. 

Though etiology only bears indirectly on the present discussion, 
| have been surprised to find so much attention devoted to gonorr- 
hoeal, tuberculous and appendical origins to the almost total 
exclusion of puerperal infection as an etiological factor. In the 
series of cases which I am dealing with now, we have found 
puerperal infection to be the presumptive etiological factor in 
over 60 per cent, of the cases. It may be admitted that a certain 
number of those puerperal cases has had a gonococcal infection 
as well, but this does not apply to more than 15 per cent. of the 
whole. I cannot admit that midwifery practice in the West of 
Scotland is associated with so much more sepsis, or that gonorr- 
hoeal infection is so much less prevalent than in other areas. Our 
large number of puerperal cases may have some bearing on our 
operation results, particularly in acute or sub-acute cases, because 
in this type we are usually dealing with a virulent streptococcal 
infection. In the treatment of our cases we have conformed very 
closely to the practice described by Professor Beckwith Whitehouse. 
We very seldom see the type of case described by Mr. Bourne at 
the stage at which he seems to see them. As our gynecological 
practice is conducted in a large general hospital, cases of this type 
probably find their way into the general surgical wards under 
a diagnosis of ‘‘acute appendicitis.” 

It has not been our practice to perform major operations in 
cases of inflammatory disease of the adnexa in the acute or sub- 
acute stage: some 24 cases of this series have been operated on 
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in this way in those stages for special reasons. In some cases 
the severity of the patient’s symptoms has forced operation: in 
others, operation may have been undertaken on a not inexcusable 
error in diagnosis, namely, that of mistaking a sub-acute salpingo- 
oophoritis for an ectopic pregnancy. 

The minimal amount of interference has been carried out in 
the acute or sub-acute stages—at the most vaginal drainage. The 
pouch of Douglas has been opened through the posterior fornix 
in cases in which a collection of pus appeared in the pelvis, and such 
collections form quite commonly outside the Fallopian tubes them- 
selves. We have not attempted to drain distended tubes in this way, 
except where a tubo-ovarian abscess has grown to considerable 
size. 

In most cases the patient has been treated conservatively in 
the acute stage, and it has been our practice to discharge the 
patient from hospital when convalescence has been satisfactorily 
established. The cases return for re-examination at regular 
intervals ; and only when pain, markedly disturbed periods, or other 
disabling symptoms persist, is the patient re-admitted for operation. 
78 of our cases have been treated in this way and only seven have 
required operation at a later date. In three of these the Fallopian 
tubes were found to have made a wonderful recovery and were 
actually patent. One of the 78 cases admitted with a very definite 
puerperal infection, eventually defined as a left-sided pyo-salpinx 
but treated conservatively, has since had a normal confinement 
under my care in the Roval Maternity Hospital. In six of the 78 
cases, laparotomy was performed, but the appearances inside 
the abdomen offered so little prospect of a satisfactory opera- 
tion that the abdomen was at once closed, and treatment continued 
successfully on conservative lines. 

Patients to the number of 192 were operated upon in the chronic 
stage, without a single fatality. In 145 of these a conservative 
operation was carried out, involving the removal of a single tube, 
or a tube and ovary, in some cases of even both tubes, or the freeing 
of a fixed, retroverted uterus from adhesions. In the remainder the 
uterus was removed, either completely or by supra-vaginal hysterec- 
tomy. The danger and discomfort arising from an infected cervical 
canal that has been left has been recognized in our series. lt has 
been our practice to conserve ovarian tissue, except when inflam- 
matory processes seem to have destroved the essential tissue of the 
whole organ. We have noted, however, in two cases that even more 
acute menopausal symptoms followed an operation with conser- 
vation of the ovaries, than in others in which a ‘clean sweep’’ had 
been made. We have often been impressed with the undisturbed 
convalescence of cases observed over a period of two or three 
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vears after hysterectomy for fibroids at which the ovaries were 
removed at the same time. 

Patients to the number of 24 were operated upon in the acute or 
sub-acute stages of adnexal infection in circumstances which I 
have already referred to. Our results in these cases have been very 
bad-—nine ended fatally, the usual cause of death being peritonitis. 
I have already indicated that the majority of our cases have been 
puerperal, and the organisms involved in such cases may account 
for the strikingly bad results of this line of treatment. This raises 
a most important problem. When is it safe to operate on a 
patient who has recently had an acute infection of the uterine 
adnexa? While we carry out the conservative practice which I 
have outlined above, there are sometimes social or domestic factors 
to be considered, or the patient’s prolonged absence from her home 
in a distant part of the country. In our experience, a definite 
number of days with the patient at a normal temperature is not 
sufficient. It is a common experience to find recurrent exacer- 
bations, probably due to a perisalpingitis. On the very day 
arranged for the operation, the patient may be found in the 
morning to have acute abdominal pain with a gradually rising 
temperature. If she is left undisturbed those symptoms. will 
probably subside within 24 or 36 hours. Again, a simple leuco- 
cyte count or a differential leucocyte count is not very helpful. 
In our Department we have been investigating this problem, and 
have been very much impressed with the help given by studies in 
blood sedimentation. Dr. Baird has carried out a considerable 
number of those observations, and they have given great assistance 
in determining the operability of such cases. 


Professor DonaLtm (Manchester): 1 attended this Congress 
with the intention of not taking part in this discussion, but on 
listening to the papers this morning, I found that some views 
| hold were being very strongly assailed, and I feel bound to put the 
other side of the subject before the meeting. Further, | think 
the discussion has opened un a good many side issues and although 
it is not desirable that one should follow all these, there is at least 
one which I must notice. 

During the discussion on the acute or sub-acute forms of 
pelvic inflammation, | began to wonder whether [ had been living 
in an altogether different world to some of the speakers, or whether 
the conditions had altered very materially in the last few vears. 
My experience has been mostly with cases in which the contents of 
the pelvis have been firmly matted together, in which the walls of 
the Fallopian tubes have been thickened and have contained pus, 
and in which, ina large proportion of cases, there have been ovarian 
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or tubo-ovarian abscesses. These are cases that seem to me to be 
difficult and dangerous to treat by drainage only. There was a time, 
before abdominal section was as safe as it is now, when I treated 
them by vaginal section and drainage. In 1898 I published 
some cases of vaginal section, and among these | included 11 
cases in which | had opened up tubal or ovarian abscesses in this 
way and drained by the vagina. The initial results were good, 
but when | followed up the later histories, | found that many of 
the patients suffered from a good deal of discomfort and general 
ill-health. 

There are four different methods of dealing with the acute cases. 
Mr. Bourne operates in the acute stage, lavs open the tubes and 
drains. I can only remember two cases in which I operated at 
the first onset of symptoms which resembled those of an ‘‘acute 
abdomen.’’ In both I found pus running freely from the open 
end of each Fallopian tube. 1 believe these were cases of gonorr- 
hoeal origin, as there were only a few adhesions and these were 
sasily separated. | removed only the Fallopian tubes in both cases. 

We are mostly in agreement not to operate as a rule until the 
acute symptoms have subsided. It has been my custom to open 
the abdomen so soon as the temperature has dropped to nearly 
normal, that is, about from one to three weeks after the first onset 
of symptoms. T have already described the usual type of case 
I have had to deal with. They have nearly all been cases of 
septic infection or mixed infection. The gonorrhoeal case is much 
easier to deal with. In many of my cases the adhesions were so 
strong that they had to be divided by scissors. My treatment 
has been mainly radical. The appendages were separated from 
the side walls of the pelvis, the broad ligaments tied and the 
uterus removed by pan-hysterectomy. Most of the cases were 
drained by gauze into the vagina. Some little care, but not too 
much, was taken to cover raw areas with peritoneum. 

Most of the cases of the ‘“‘clean sweep’’ did very well. The 
mortality was small even in the early days. I formed the 
opinion, which I still hold, that the bolder one was, the better 
were the results. The chief risk lies in the early stage of the 
operation when one has usually to separate coils of small intestine 
which are adherent to the inflamed organs. It is here that the 
greatest caution has to be observed. 

There are those who prefer to delay operation to a much later 
stage in the hope that suppuration will cease and that abscesses 
already formed will dry up. Further, there are cases in which 
hard masses in the pelvic cavity, presumably of inflammatory 
origin, gradually disappear without operation, and in which there 
is a complete restoration of health and normal local conditions, 
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My opinion is that in the majority of really acute cases, with the 
exception of the purely gonorrhoeal case, there is permanent 
damage to the Fallopian tubes. 

In cases of salpingitis which have been chronic from the first, 
I have not been much interested. I have never operated on these 
cases unless the symptoms have pointed to partial intestinal 
obstruction. The so-called conservative surgery of ovaries and 
Fallopian tubes has never appealed to me. 

On the important subject of the conservation of the ovaries, 
Professor Blair Bell feels very strongly and he has asked me to 
give my reasons for removing the ovaries as part of the operation 
of abdominal hysterectomy. In operations for salpingitis when 
the uterus is to be left, I quite agree with him that the ovaries 
should be left, provided this can be done with safety. I believe 
that it is better to leave the ovaries if the uterus is to remain, 
My belief is that an incomplete sexual condition is worse than 
a clean sweep. It is merely a matter of theory versus experience. 
I would refer those who are interested to an enquiry into 231 cases 
published by Dr. Bride in 1922. 

Dr. Cameron has described his radical method of dealing with 
acute cases of salpingitis. My objection is that it is not radical 
enough, and that he is going back to the days of pan-hysterectomy 
by the combined vaginal and abdominal method. If one wishes 
to remove the uterus, it is best to do it from above and to remove 
it altogether. He laid great stress on covering raw surfaces 
by peritoneum in order to prevent adhesions. The formation 
of post-operative adhesions is an obscure subject. In the 
very type of case in which you would expect them to form, 
they rarely occur. I have many times left raw surfaces in the 
pelvis with gauze packing and vaginal drainage, and I do not 
remember ever being called upon to perform a second operation 
on account of adhesions. On the other hand, one often finds 
dense adhesions following a simple operation—such as a suspen- 
sion or fixation operation— when there has been no raw surface 
at all. 


Dr. Epen said that the introductory papers which had been 
read were all of great interest, and had been characterized by 
independence of thought and by originality. It was a_ great 
advantage to have men working at this subject from different 
standpoints, and unanimity was not to be expected, perhaps it 
was not to be desired. 

Mr. Bourne’s operation appeared to him (Dr. Eden) to involve 
considerable risk, for the acutely infected Fallopian tube was 
drained into the peritoneal cavity—-a process which reversed the 
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natural method of defence, which was to shut off the tubal ostium 
from the peritoneum. The operative risks could only be determined 
by extended experience of the operation. 

His own teaching had always been to leave acutely inflamed 
Fallopian tubes alone, to carry out simple palliative treatment, of 
which rest in bed was the most important element, and to operate, 
or not to operate eventually, according to the local conditions which 
were found when the acute stage had passed. He had made no 
distinction in treatment between cases which were gonorrhceal 
and those which were septic; but he was convinced that sympto- 
matic cure was as a rule obtainable in those due to the gonococcus, 
but only rarely in those due to sepsis, presumably streptococcal. 
Dr, Curtis’s observations furnished a scientific explanation of the 
well recognized clinical fact. 

He had been greatly interested in Dr. Ivens’ observations, and 
thought it possible that if a reliable serum could be obtained, the 
results of non-surgical treatment might be greatly improved. 


REPLIES. 

PROFESSOR BECKWITH WHITEHOUSE, in reply, said that he, 
also, would like to make a few observations with regard to the 
question of conservation of the ovaries, and especially ovarian 
grafting. The whole problem was intimately associated with the 
physiology of ovarian function, It was necessary to remember that 
the ovary was concerned either directly or indirectly with the pro- 
duction of three distinct active principles, One was connected with 
the development of the secondary sex characters, and very likely 
ceased to function at puberty. Another, ‘Oestrin,’? was related 
to the production of oestrus and appeared to be located in the 
liquor-folliculi. It must be remembered, however, that persistence 
of the sex instinct commonly occurred after complete ablation of 
the essential sexual organs. The third, which he called ‘‘Ovarin,”’ 
was directly concerned with the growth of the endometrium and 
its development into a functioning decidua. Recent experimental 
investigations had shown him that if either the mature Graafian 
follicle or the functioning corpus luteum is excised, necrosis of 
the endometrium ensues within 24-72 hours. This he attributed 
to cutting off the supply of ‘‘Ovarin.’’ These facts had a 
very important bearing upon the question of ovarian grafts. If 
nutrition of the grafts was defective from insufficient blood supply, 
follicles would reach a certain stage of maturity and then die, This 
was followed by endometrial necrosisand the appearance of a blood- 
stained discharge. The clinical symptoms were not, 


however, 
true menstruation, and, therefore, apart from a possible psycho- 


logical influence, did not bestow any real benefit upon the patient, 
N 
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The menstrual function was a complete process representing 
two distinct factors, vis., the termination of a pseudo-pregnancy 
and also pro-oestrum. 

Since clinical evidence showed that the oestral factor was main- 
tained in the absence of the ovaries, it appeared to be a very debat- 
able point whether it was necessary or even advisable to stimulate 
the endometrium to a certain stage of activity by attempts to 
conserve the production of ‘‘Ovarin.”’ 

The speaker had been associated for many years with Professor 
Thomas Wilson whose views coincided entirely with those 
expressed by Professor Archibald Donald. Dr. Wilson always 
removed the ovaries whenever he performed hysterectomy, as he 
had satisfied himself by very thorough investigation that the after- 
history and subsequent comfort of the patient were better than 
when the ovarian tissue was left in situ. 

He had had an opportunity of seeing Dr. Thomas Wilson’s 
results after the ’ and he had been much impressed 
by them. Recently, he had been conserving ovaries, largely with 
the view of accumulating fresh evidence, and on several occasions 
he had known typical menopausal symptoms follow removal of 
the uterus alone without odphorectomy. It was very important to 
know what became of the ovaries or ovarian grafts when they were 
left without the uterus. If Graafian follicles did not mature, or 
even if they reached maturity and dehiscence did not occur, he was 
strongly of opinion that a very doubtful benefit accrued to the 


ce 


clean sweep’ 


patient. 

With regard to the general discussion, Professor Whitehouse 
was glad to find that the majority of the speakers had concurred 
with his remarks on the importance of interfering surgically as 
little as possible during the acute stage of pelvic inflammation. 
In the presence of suppuration, he would like once more to 
stress the importance of the vaginal route as a method of approach 
whenever possible. In a few instances, especially in puerperal 
cases, it was not possible to evacuate an abscess or open a pyosal- 
pinx per vaginam, and in these cases the abdominal route must 
be employed. 

Several speakers had spoken of the influence of re-infection in 
what appeared to be chronic cases. Certain  genito-urinary 
surgeons were, he thought, of opinion that one attack of 
gonorrhoea conferred a certain amount of immunity from subse- 
quent attacks. If this were the case he thought that when 
re-infection occurred it must be due to other infecting agents, e.g., 
the streptococcus. 

In his paper he had not referred to tuberculous infection of 
the uterine adnexa and these were not included in the figures which 
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he had submitted. Tuberculosis affecting the pelvic organs was 
in his opinion, always best treated on expectant lines. The danger 
of surgical interference in these cases is considerable, and on more 
than one occasion he had deliberately closed the abdomen rather 
than incur the risk attached to the removal of a uterus or appen- 
dages so affected. 


Dr. Curtis, in reply said: | would remind you that my paper 
deals solely with gonorrhoeal lesions of the uterine adnexa, apart 
from one or two results which are closely associated, and that I 
attempted to avoid a discussion of other types of infection, I desire 
to present a picture of these infections as it appears to me, and to 
ask for judgment as to what is the best treatment in the circum- 
stances. My impression of the discussion is that most of the speakers 
believe that the gonococcus does not remain alive in the upper 
genital tract for any considerable length of time. In other words, 
they agree with the result of my experience in bacteriological study 
of these tissues. That means to me that operative interference for 
the purpose of the eradication of infection of the Fallopian tubes 
and ovaries, when we are dealing with gonococcus disease, is not 
necessary. The gonococcus tends to die a natural death. What 
we really wish to accomplish is to relieve these patients of their 
suffering, not only to remove the infection, but also to remedy the 
complications which arise. 

Our out-patient department caters for between 150 and 200 
women each week. We have found, as a result of the adoption 
of a conservative plan of treatment of gonorrhoeal infection, that 
we obtain a clinical cure in gonorrhoeal salpingitis in all execpt 
slightly more than ten per cent. of our patients. Most of those 
who have spoken believe in waiting until the acute infection has 
subsided and operate when it is safe to operate, but in so doing 
they operate possibly on 25 or 35 per cent. of their patients, 
whereas, by waiting, in our experience, a clinical cure is obtained 
in all except ten per cent. In other words, some surgeons wait 
a certain length of time, whereas we wait as long as we can, and 


then, if they suffer, we operate upon one patient to three upon 
whom others operate. 

I believe most heartily in operations to relieve suffering. If 
people have continued distress, by all means let us operate, but 
our ideas coincide with those which have been presented by your 
older members, consequently, we do not operate on a large percen- 
tage of patients. 


I quite agree that adhesions which are divided do not tend to 
re-form if raw surfaces are prevented unless there is a subsequent 
lighting-up of infection. 
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With regard to the question of recognition of the type of 
infection, my remarks were directed, although it makes very little 
difference, to the disposition of a doubtful ovary. We recognize 
the type of infection through realizing that adhesions which are 
amenable to easy separation, are gonccoccal, rather than strepto- 
coccal. 


Mr, BourNE: When I came here to talk about operations for 
salpingitis I quite expected to hear criticism and I have not been 
disappointed. Before I reply to one or two of the points made, 
| would like to say one word about the conservation of the ovaries. 
Surely the whole qicstion of whether the ovaries should be left 
or not depends upon what will happen to them after the uterus 
is removed. If, after hysterectomy, in spite of the uterus being 


missing, the ovary can persist as a functioning organ it should 
be left if it is healthy. 

In a paper recently published in an American journal it was 
stated that after hysterectomy the ovary has a very short life. If 
the uterus is removed, it seems to me the ovaries should go, but if 


the Fallopian tube only is removed surely we should keep the 
ovary intact if it is healthy. 

With regard to the operation for acute salpingitis I should 
like to make this clear at the outset. If in a case of salpingitis one 
feels a swelling in the lateral fornix showing that the condition is 
of a recurrent type, | always wait until the temperature has sub- 
sided for two weeks at least. | am not advocating operating on 
those patients who come into hospital with tubal swellings in the 
pelvis and a high temperature, Such treatment is obviously wrong 
and | should not think there is anyone in this room who would 
disagree with this statement. 

The case | am talking about is the first attack of salpingitis 
in which the Fallopian tubes have not been previously infected 
and do not form a swelling. As I have stated in my paper, some of 
the patients were operated on for acute appendicitis. We may not 
like to admit it but we do make a number of wrong diagnoses and 
the abdomen is very often opened for acute salpingitis as the 
result of a mistaken diagnosis of appendicitis. If that has been 
done and the Fallopian tubes are found dripping with pus, the 
best thing is not to remove them but to slit them open as far as 
the isthmus. As Dr. Briggs has shown, a woman with suppurat- 
ing Fallopian tubes can conceive subsequently. On the other 
hand, I do not allow a woman to run the risk of chronic salpingitis, 
and you can obviate that risk by opening the Fallopian tubes as 
I have described. 

I can assure Dr. Eden that convalescence after an operation 
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for acute salpingitis is simple. There are only 21 cases | am 
concerned with here but not one of them has died. All of them, 
except one who had gonorrhoeal arthritis, made rapid recoveries 
and in the majority of 
seven days. 

It is very difficult to get cases of acute salpingitis early. We 
do not often see the first attack. Practically all my acute cases, 
except a few I have had in private practice, have been cases in the 
Poor Law Infirmary where the operators are in touch with me and 
have many times adopted my suggestion of immediate operation 
for suppurating salpingitis at the first attack. 

In all these cases whatever may be said about the possi- 
bilities of the resolution and disappearance of the inflamed 
Fallopian tube, the fact remains that one of the common pelvic 
operations is for chronic tubo-ovarian disease, and if the acute 


instances the temperature was normal in 


suppurating Fallopian tubes are operated upon at an early date 
the chronic pelvic condition would be obviated. 

Miss Ivens spoke of tuberculous salpingitis. Hf the Fallopian 
tubes are removed for tuberculous salpingitis the uterus can be 
of no use. However normal the uterus may appear, very often you 
will find, if you examine it microscopically, that it is tuberculous. 

Just before I came here | examined a section of what appeared 
to be a normal uterus removed because of tuberculous salpingitis, 
and there were many tubercles to be seen in the endometrium. 


Dr. S.J. CAMERON: ~=There are several points in the discussion 
which apply to my communication, and | wish to deal with 
them briefly. First, Mr. Rivett spoke about the difficulty 
in connexion with obliterating raw surfaces. | do not think that 
these raw surfaces should present any anxiety to the experienced 
surgeon. You can get rid of a great deal of the denuded area by 
the operation of hysterectomy, and even if a uterus which is raw 
on the posterior surface is left, one can shut the raw surfaces off 
from the loops of small intestine by stitching the fundus of the 
uterus to the appendices epiploicze of the sigmoid. [| regard the 
formation of a pelvic diaphragm as an essential safeguard in 
cases in which the pelvic boundaries are raw. In that way one 
can effectually shut off the pelvic cavity from the loops of ileum 


which are so apt to descend into the cavity. 


I do not agree with Miss Ivens that vaginal drainage in cases 
of pelvic effusion is inadvisable. [ cannot recollect. a single 
instance in which | have regretted making a vaginal outlet for the 
pus. Indeed, it has been my experience that patients appreciate 
greatly the comfort which follows this preliminary operation. In 
these acute cases I consider it is my duty to relieve the patient 
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in this way, and to allow the acute attack to pass before performing 
the radical operation. 

Prof. Hendry has enquired about the interval which should 
be allowed to elapse after the acute attack, before an attempt is made 
to excise the Fallopian tubes. | consider that the operation should 
not be performed until the temperature has remained normal for 
about three weeks. 

That brings me to a point Dr. Donald referred to, regarding 
delivery of the uterus through the vagina. I consider that it is 
a surgical mistake to incise the vaginal wall and bring an 
undoubtedly infected cervix or organ through the peritoneal cavity. 
It seems to me that our technique should be directed towards 
preventing these infected structures from entering the belly- 
cavity, and this can be done by either of the methods I have 
mentioned. I have employed the combined operation I suggested, 
with success on several occasions. In rare instances I drainthe pelvic 
cavity with gauze and shut off the general abdominal cavity with 
a peritoneal diaphragm. The lower end of the gauze is situated 
in the vagina. Drainage was only resorted to in cases in which 
there had been extensive soiling in the cavity during removal of 
pus-laden appendages, or in exceptional cases in which the rectal 
wall had been injured during separation of the appendages. 

With regard to tuberculous Fallopian tubes, I believe that 
excision should be practised if this can be accomplished with 
safety to the patient, and without risking an injury to the intestines. 
It is a mistake to continue the operation if the disease is active 
and the Fallopian tubes are intimately adherent to intestine, as 
fistulze are readily produced. Such fistulae invariably resist all 
attempts at closure. When [ am presented with this difficulty I 
leave the appendages undisturbed and send the patient to a sana- 
torium. If the patient still complains of pelvic pain, I think it is 
our duty, when the swelling has gone down, to make another 
attempt to give relief by operation. 


Dr. BeTHEL SoLtomons: I should like to say that my statistics 
have been carefully collected and are similar, although there 
are a larger number of cases, to the results obtained by Dr, Tweedy 
who was doing the same kind of work. 

Prof. Donald’s remarks gave me the impression that the stage 
idea of the Irishman brandishing his shillelagh was still existing 
here. [ can assure him that when | open the abdomen with the 
idea of trying to cure sterilitv, | approach the case quite calmly 
and dispassionately. If there is one open Fallopian tube | 
should not include it in’ these statistics. My cases are all 
instances in which both Fallopian tubes were closed, and) my 
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general outlook on the case is that if | can get one Fallopian tube 
patent, | do not bother about the other, because sometimes 
the operation is a long one requiring great care, and the surgeon 
must be very patient. Therefore, if the operation on the other 
Fallopian tube appears likely to be a lengthy procedure, I either 
do not touch it, or remove it in its entirity. [ operate on both 
Fallopian tubes if it appears that 1 can do so without any great 
difficulty. 

I know the catgut insertion is a great advance in technique and 
I feel sure, from the remarks that have been directed to me, that 
other operators will continue to work, or start working, on these 
lines. | can assure you it is worth while, but the operation requires 
much patience and must be done slowly, carefully and meticulously, 

The subject of acute Fallopian tubes is so vitally important 
that I would like to say a few words about it, and | would like 
to put two more nails in Mr. Bourne’s coffin, so to speak, with 
regard to operating in cases of salpingitis. Tle has had extremely 
good results and is to be congratulated on them, but I feel that he 
has been extremely fortunate, At the same time it is a very danger- 
ous dictum to put forward, During last vear a junior gynecologist 
in Dublin told me, following the reading of Mr. Bourne's previous 
communication, that he had performed the operation on two cases 
and that both had died. It was my experience when [ was 
assistant, that when acute Fallopian tubes were operated upon, 
the results were bad. Like many other speakers | do not feel 
justified as a teacher, because we have also to think as teachers 
apart from surgery, in advocating operation in these acute cases. 
A very severe line must be drawn, as Dr. Bourne said, between 
acute and chronic cases. 

With regard to tuberculous Fallopian tubes, some years ago 
I tried an experiment on a certain number of cases, of removing 
the tuberculous Fallopian tubes and curetting the uterus. When 
tuberculous endometritis was present, the uterus was again 
curetted in three months, and in no case was tuberculosis demon- 
strated. This finding differs from that of Dr. Bourne. — If 
the removal of tuberculous Fallopian tubes is fraught with danger 
to the patient, I believe it wiser to close the abdomen and IT agree 
with Dr. Cameron’s remarks on that point. If the Fallopian tubes 
can be removed without danger to the patient, then they should 
be taken out in their entirety, but | would not remove the uterus 
unless there is a definite pyometra a condition which is usually 
obvious. If the uterus is left, the psychological effect on the 
patient is excellent and she can menstruate if the ovaries are not 
removed. 

[am not going to deal at any length with the leaving or taking 
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away of the ovaries; this has been dealt with very largely in the 
past, and I feel it does not matter much whether thev are lett 
or not. Personally, | always leave them if they are healthy. 

I want to ask Professor Blair Bell whether, in order to prove 
his point, he would take, say, 200 cases which he thought required 
ovarian transplantion—leave 100 of them in situ and transplant the 
remaining 100 and study the effect on both series in a vear. | 
have not been impressed with the necessity for taking the ovaries 
away and transplanting them. 


Some months ago a surgeon, | 
think in South 


America, wrote to Surgery, Gynecology and 
Obstetrics, saving he had followed Blair Bell’s technique to the 
letter and had never had a good result; possibly he did not follow 
Blair Bell’s technique to the letter, but anyway the pronouncement 
was there. 

A very pertinent remark was made on the sexual effect of the 
removal of the ovaries. Personally | do not believe it has any 
great importance. The body seems to be able to get on with the 
other ductless glands. I had a case in which it was necessary to 
remove the uterus, Fallopian tubes and the ovaries for malignant 
disease in a girl of 18. In spite of this operation she married, and 
a couple of vears later, and when she consulted me on some minor 
matter, | asked her the question and she said she had sexual 
feelings. 

There has been a tremendous furore for operating on the 
appendix. My view is if there is any inflammation in the pelvis 
or if the appendix is obviously diseased or if the patient desires, 
it should be removed, but it is an extremely bad thing, after much 
manipulation in the pelvis, to add to the danger of the operation 
by removing a normal organ. 

One point brought out in the discussion, and indeed in every 
discussion in regard to sterility, is that people are inclined to rely 
too much on the use of the Rubin apparatus. One often finds 
cases in which there are conditions, such as a chocolate cyst or 
minor adhesions, which may cause sterility but which cannot be 
shown by the apparatus. 

Some speaker remarked that ovarian tablets never did any good. 
I disagree absolutely. I have found the use of a reliable prepara- 
tion of corpus luteum in large doses, to be of great clinical value 
and others have found the same. 


Professor BLAIR BELL (Liverpool), in reply, said: ‘tT am fortu- 
vate in that almost all the criticisms made, concerning ovarian 
conservation, have been answered tor me by other speakers, There 
are, however, certain points of importance to which | must refer. 
First, evervone must have been struck by the great differences 
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in the degree of damage to the Fallopian tubes in the cases on 
which some of the speakers based their arguments — differences 
so great as to deiy comparison in the matter of treatment. 

On the one hand, Dr. Curtis, who has made a life study of 
salpingitis, and upon whose statements reliance must be placed, 
discussed a mild type of gonorrhoeal infection of the Fallopian tube 
in which he has found operation unnecessary. 

On the other hand, Dr. Donald, by way of illustration of the 
desirability of the ‘ clean sweep,’ described the type of lesion 
which he said he generally encountered—a very serious type in 
which all the organs were inextricably matted together in the pelvis, 
and in which the Fallopian tubes and ovaries contained pus. 

In my opening remarks, | was very careful to point out that 
great surgical judgement is required in deciding which procedure 
should be adopted, and when the ovaries can safely be left in the 
normal situation. In the cireumstances described by Dr. Donald 
this might be impossible; and grafting in the case of young women 
then becomes a very useful practice. 

Iam concerned with the principle of conservation first, and with 
the practice afterwards. The practice depends upon many variables, 
such as age and parity. 

I did not understand what Dr. Bethel Solomons meant when he 
spoke of a ‘ control experiment.’ 

Dr. SoLoMONS : Compare a hundred patients with the ovaries 
leit in the normal position, with a hundred patients in whom you 
think you ought to transplant the ovaries. 

Prof. BLAIR BELL: Personally, as a surgeon, | should not feel 
1 was justified in making a hundred experiments of that kind; | 
always try to do what I consider best for my patients: that is the 
only object a surgeon should have in performing any operation. 

Secondly, in response to my request for some scientific 
argument to justify the ‘clean sweep,’ Dr. Graves alone has made 
any attempt to formulate a reason; and | think even he has been a 


little half-hearted in the matter, for he considers a woman of twenty- 
five vears of age too young to have her ovaries removed. Yet Dr. 
Graves said that, in his opinion, it is only during the development 
of the individual up to the age of puberty that the internal secretions 
oi the ovary are of value, and that subsequently, apart from repro- 


duction, the ovarian secretions play no part in the individual 
metabolism, or, at any rate, no part of sufficient importance to 
varrant their retention. Puberty in this country occurs on an 
average between the ages of fourteen and fifteen years, 

Let us first of all consider the biological aspects of this problem. 
Yo go back to the beginning, | would ask why we, as individuals, 


are here at all. Ray Lankester says that men and women come 
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into the world merely to act as the carriers of what he describes 
as the ‘ immortal sex-cells.’. From this it follows that up to the time 
o! puberty the individual is being developed in order that the 
structures and functions of her body may be compatible with repro- 
ductive processes with which they are entirely correlated. In these 
circumstances, it is evident that the carrier of the sex-cells must 
have individual—personal, inheritable---qualities if evolution is to 
be furthered: in short, he or she must form a suitable nidus for 
the development of the sex-cells. If, therefore, the ovaries be 
removed before puberty during the formative period, not only are 
reproductive possibilities destroyed, but also the special qualities 
of the woman herself are inhibited. If the gonads are removed 
after puberty there must be interference with those special attri- 
butes, already developed, that contribute to reproductive needs, 
both psychical and physical—a process of disuse, non-stimulation, 
atrophy. 

I quite agree that after puberty the changes in the individual— 
apart from the immediate menopausal disturbances—are not 
always so obvious as they are when the ovaries are removed during 
childhood. Still, the individual suffers in her functional complexes 
very deeply: so deeply that the changes may be observable to 
anyone who cares to study them; and even in those cases in which 
there is no apparent alteration, we cannot deny that such elusive 
qualities as vitality, charm and so on, become lessened because 
there is no longer a biological need for their existence. 

If we study the gross changes in the body we find, almost 
invariably, that after removal of the ovaries, during the repro- 
ductive period of life, the thyroid gland undergoes retrogression, 
and, as we all know, activity of this gland is responsible for many 
of the finer characteristics of the female sex. 

I do not wish to be accused of taking the matter beyond the 
bounds of practical politics. If I could persuade myself that a 
woman is better without her ovaries, or, at least, no worse for the 
loss of them, | would not hesitate to remove them in many cases in 
which I go to great trouble to conserve their function. 

Now, as to the artificial menopause, many surgeons deny that 
this is a disturbance of any moment. I believe it may be most 
serious. In my opening remarks | referred to the very unscientific 
basis on which many surgeons found their opinions. When I said 


that | believed that some surgeons adopted the ‘clean sweep’ on 
hearsay evidence, | little thought that two examples of this would 
be forthcoming to-day. One speaker has just admitted that he 
took to the practice after discussing the matter with one who 
advocated this procedure; and another, who confessed to me 


before luncheon, that he always respected the ovaries, has since 
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asserted that he persistently removes them on the slightest provo- 
cation. As various speakers have also stated what their 
‘impressions’ in this matter have been, I should like to mention 
a few incidents in my life that have created strong impressions in 
my mind as to the value of the ovary, and the seriousness of the 
artificial menopause in some cases. 

The first was in respect of a girl of my own age, whom | knew 
when a boy. When she grew up to the age of twenty, as I learnt 
many years later, her ovaries were removed by a gynaecologist to 
cure her of dysmenorrhoea. Within two years she was in an 
asylum, and she is there to-day. 

My second experience was in connexion with a case of my 
own—that of a young woman whose ovaries | removed together 
with the uterus, in which | thought there was a sarcomatous 
neoplasm; subsequently the tumour was shown to be an angio- 
matous fibromyoma. That woman endured for several years the 
most appalling menopausal disturbances. 

The next case was one irom which my then senior colleague, 
who always preserved the ovaries when possible, removed a large 
fibromyomatous uterus together with the ovaries. That patient 
haunted me for many years. I do not know why she should have 
worried me, as I only assisted him at the operation. Nevertheless, 
I was bombarded with letters at the hospital asking me to restore to 
this unfortunate woman her child. 

Finally, after a discussion such as this, | said to myself ‘ | will 
be as conscientious as I can be in this matter, and 1 will remove 
the ovaries in every other case in which I cannot readily conserve 
them.’ However, the first patient on whom | performed the 
operation, suffered so severely with the artificial menopause that 
1 did not continue the practice. 

These then are only impressions, if you like, but when 
impressions are in line with what | consider to be scientific evidence 
on a subject, they are worthy of respect. 


With regard to the technique of ovarian conservation in the 
pelvis, Dr. Graves spoke of ragged ovaries, and | believe he said 
that it was impossible to conserve an ovary in such circumstances. 
I cannot say that [ have often seen what could be called a ragged 
ovary ; but even in such circumstances it is possible to reconstruct 


from the lacerated portions a good organ. However, if these organs 
are handled carefully very few ragged ovaries should be seen. 
On the general question of pelvic infections T may, perhaps, 
be allowed to sav a few words. [n the opening papers, very little 
mention was made of the different types of infecting organisms 
and the variations in the lesions produced. | do not think that 
reinfection, in the sense that there are second and subsequent 
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gonorrhoeal infections, occurs with the frequency that has been 
stated. | believe that what really happens in these cases is that 
the infection becomes mixed, and acute exacerbations follow. 

Dr. Curtis has shown that the life of the gonococcus in the 
Fallopian tube is only about a fortnight, while that of the strep- 
tococcus may be of many years duration. The streptococcus, 
however, does not damage the mucosa as does the gonococcus. 
The former passes rapidly through the mucosa of the Fallopian 
tube to reach the lymphatics, whereas the gonococcus remains for a 
long while in the mucous membrane which is eventually destroyed. 
Consequently, the successful cases of salpingostomy usually occur 
in those cases in which the infecting organism has been the strep- 
tococcus——puerperal infection, or possibly an infection from the 
vermiform appendix. In the latter circumstance, the Fallopian tube 
may be perfectly healthy, except for closure of its abdominal 
ostium. | have had success in a few cases of salpingostomy. 
To-day, when inflation, or the injecton of lipiodal, can be practised 
after Operation, we have a sure means of learning when our con- 
servative operations on the Fallopian tubes have been successful. 

With regard to inflation of the Fallopian tubes from above 
a procedure | published over ten years ago, as mentioned by Dr. 
Curtis, and which he himself subsequently independently devised 
there is one interesting point that is worthy of mention: namely, 
that if air passes through the Fallopian tube into the uterine cavity, 
this can be recognized by the gurgling produced in the uterus when 
this organ is pinched between the forefinger and thumb. I have 
found this method of inflation very useful when one is in doubt as 
to the patency of the isthmian and interstitial portions of the 
Fallopian tube. 

In no circumstances do | operate in the acute stage of a pelvic 
infection. Seven years ago I described what I called the ‘ chroni- 
city test.’ By this | mean that, if, after bimanual examination, 
the temperature which has become normal rises again, operation 
is postponed until free examination be carried out without causing 
a rise in temperature. When there is pus in the pelvic cavity I 
always first perform posterior colpotomy with drainage. 

The mortality rate for all cases of pelvic infection on which I 
have operated, since | adopted this precaution many years ago, 
does not reach two per cent., and T feel sure that avoidance of 
operation during the acute stage is largely responsible for the good 
results obtained.” 


THr CHAIRMAN said that he would not attempt to sum up the 


discussion which had been both wide in its scope and interesting 
in its substance. 
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When the subject was chosen two years ago some members 
of the Executive Committee were of opinion that it was threadbare 
and that everything that could be said had already been said. 
Their experience that day had proved the contrary. His own 
position in regard to the treatment of inflammatory conditions 
of the adnexa was somewhere midway between the extremes which 
had been advocated by different speakers. He thought that 
Professor Beckwith Whitehouse had done well to distinguish 
between expectant and conservative treatment. Elis own practice 
was to follow an expectant line of treatment in the hope that any 
operation which was ultimately necessary would thereby be 
rendered more conservative than if operation were undertaken 
at an early stage. Conservatism as an end in itself was, in his 
opinion, apt to be as misleading in gvnzecology as perhaps is was in 
politics ! With regard to the question of the removal of the ovaries 
when removing the uterus for fibroids, which subject had been 
dragged in as a side issue, he was firmly of opinion that the 
artificial menopause was somewhat of a bogey, and his practice 
was to remove the ovaries when this operation was performed in 
women over forty. Ele was convinced that in many cases the 
neurotic sequelze were due, not so much to the physical removal 
of the ovaries, as to the knowledge on the part of the patient that 
the ovaries had been removed, and he had had several cases in 
which no nervous symptoms presented themselves until the patients 
had learned that the ovaries had been removed. 


DISCUSSION ON 
CANCER PROBLEMS IN GYN-ECOLOGY.* 

Professor BLAIR BELL said he was very glad to have the oppor- 
tunity of opening the discussion on this most interesting and 
valuable paper. 

Dr. Graves was well-known to them all as a distinguished 
surgeon and accurate observer, and he wished to congratulate 
him on his contribution which afforded much food for reflection. 

First of all, he would call attention to the wonderful Organi- 
zation in Dr. Graves’ Clinic in Boston, whereby such an admirable 
summary of after-histories and results was obtained. He was 
sure he was expressing the feelings of all British Gynecologists 
who had had the opportunity of studying, at first hand, the follow- 
up methods and the records of the large American clinics, when 
he said that we, in this country, should make it} our business 
to discuss with our colleagues and the managing committees of our 


* See pp. 224 248, 
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large hospitals the question of imitating the methods of our 
American confréres in this respect. He felt that we should have 
in this country, secretaries in our hospital clinics, whose sole 
duties would be the care of the records and the responsibility of 
collecting after-histories. Hospital committees should be made 
to understand that such an arrangement promoted efficiency and 
the better treatment of patients, and, therefore, fell within their 
purview. 

Dr. Graves’ paper was particularly interesting from two points 
of view: namely, the identification and treatment of the pre- 
cancerous condition; and, secondly, the causation of uterine 
cancer as the result of cervical and vaginal atresia, on which Dr. 
Graves had laid emphasis. 

In the first edition of his own book “The Principles of Gynze- 
cology,”’ published in 1g10, Professor Blair Bell said he had called 
attention to the danger of lace rated and infected cervices as forming 
an important précince rous condition in which cancer itself 
subsequently deelope ‘d with alarming frequency. He had then 
pointed out that all ‘such cervices should be re paired, or in: the 
worst tvpe of case removed; that is to say, preventive measures 
should be practised during the precancerous stage (p. 372). This 
suggestion was made the subject of ridicule by more than one 
reviewer. Yet the figures adduced by Dr. Graves showed con- 
clusively that cancer was very infrequent in women whose cervices 
had been repaired; and, as he had indicated, in most of the cases 
in which cancer had supervened after repair, the method practised 
may not have been a good one, or it had been performed vears 
previously and not always by skilled operators. 

Professor Blair Bell expressed surprise at the frequency of 
cancer in nulliparous women in the figures submitted by Dr. 
Graves—eight or nine per cent. of all cases was a very much 
higher percentage than that obtaining in his own experience, and, 
he believed, in Great Britain generally. He thought that two per 
cent. in nulliparous women was probably the general average, 
and in these cases it was sometimes possible to obtain a history 
of operative interference or of venereal infection; both of which 
might produce precancerous lesions. 

With regard to what Dr. Graves had said of the infrequency 
of cancer in cystic teratoma of the ovary, Professor Blair Bell was 
not sure whether the mere absence of squamous’ epithelium 
in the larger cysts could be regarded as the reason why cancer was 
not seen with greater frequency. In many of these tumours there 
were nipple-like outgrowths into the cvst cavity, which were 
covered either with columnar or squamous. epithelium, and 
undoubtedly cancer did occasionally arise therefrom. On the other 








ILLUSTRATING PROFESSOR BLAIR BELL'S REMARKS 





Section of the wall of the uterus from”a case of pyometra, showing the 
squamous epithelium lining the cavity. (Photomicrograph. x 100). 


Secuon of wall of dermoid cyst, showing a thin lining of squamous epithe- 
lium, and a giant-cell in the fibrous-tissue wall. These giant-cells are due to 
the irritative nature of the contents of the cyst. (Photomicrograph. x 250). 
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hand, it was difficult satisfactorily to account for the absence of 
epithelium in the larger cysts, unless it were due to pressure 
atrophy, such as is seen in all the large cystic tumours of the 
ovary. Again, there was ample evidence that the sebaceous secre- 
tion contained in these cysts is irritant, for numbers of giant 
cells are usually seen in the fibrous wall of the cyst, when the 
epithelium has disappeared, and sometimes even in the presence 
of epithelium (Fig. 1). 

Professor Blair Bell was also very much interested in the 
original suggestion made by Dr. Graves as to the effect of cervical 
and vaginal stenosis. Such a state of affairs led to the contine- 
ment of secretion behind the block, and these secretions might 
exert an irritative effect on the epithelium with which they lay 
in contact. In this connexion he would call attention to an 
observation he had made on several occasions: namely, that in 
pyometra it is not infrequently found that the lining membrane 
of the uterus consist of squamous epithelium ; that is to say, under 
the influence of an irritating secretion metaplasia of the epithelium 
occurs (Fig. 2). No doubt this is a defensive phenomenon, for 
squamous epithelium is protective in that it is more impervious 
than columnar epithelium, and it is possible that squamous carci- 
noma of the body of the uterus may supervene on this condition 
of metaplasia. 

Dr. Graves’ paper, therefore, might be taken as a whole, and 
described as a most valuable contribution to precancerous pheno- 
mena, all of which may be suitably treated before cancer develops. 

In conclusion, Professor Blair Bell said he was sure the 
Congress was very grateful to Dr. Graves for bringing forward 
such a suggestive communication, and one which was founded 
on so many ascertained facts. 


Miss IvENs (Liverpool), was specially interested in Dr, Graves’ 
obstructive theory in the causation of carcinoma of the body of the 
uterus and would like to ask Dr, Graves if he had any statistics with 
regard to the position of the uterus in his cases, and whether he 
considered that a retroversion, by causing virtual stenosis of the 
cervix, might also be a factor. 

In her own cases of carcinoma of the body she has observed 
the not infrequent association of a backward displacement and 
simple polypi of the cervix. 


Dr. Epen (London) said that Dr. Graves had done them the 
honour of reading a paper to which he had evidently devoted a 
great deal of time and thought, and they were very vrateful to him, 
Dr. Graves’ observation that gt per cent, of his cases of cance 
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of the cervix had been pregnant interested him greatly. Cancer 
statistics usually ignored the recurrence of abortion, cases being 
classified as those who had had one or more children, and those 
who had had none or those as married and single. The true relation 
of cancer of the cervix to child-bearing could only be brought out 
by doing as Dr. Graves had done, and making the occurrence of 
pregnancy the basis of classification. It was obvious that the civil 
state had no bearing on the question, since spinsterhood and 
Virginity were not correlative terms. 

He (Dr. Eden) had for many years practised the prophylactic 
repair of cervical laceration under two conditions (a) when the torn 
cervical lips were thickened and eroded ; (b) when there was a clear 
family history of cancer tendencies. He thought this was a perfectly 
sound surgical principle ,and perhaps it would be wise to extend its 
application on the lines indicated by Dr. Graves. He was greatly 
struck by the author’s observation that in over 4000 cases of cervical 
repair which had been followed up, only seven cases of cancer of 
the cervix could be found. He hoped that further reports from 
other sources as to the after histories of cases of cervical repair 
would be forthcoming. The sample was too small to permit of 
definite conclusions being drawn, but the figures were very 
suggestive. 


Dr, Graves’ suggestion that cancer of the body of the uterus 


may be due to imperfect uterine drainage was a very interesting 
one and offered the best explanation of the danger of this form of 
uterine cancer which had been advanced. 


Sik Ewen Maciean referred to the point which had been 
emphasized in Dr, Graves’ most valuable communication that, 
recognized or unrecognized, some form of irritation was a_pre- 
requisite in regard to carcinomatous growth. 

A case recently under his care had afforded an_ illustrative 
instance. A woman, 67 vears of age, had had, as long as she 
could remember, a pigmented mole in the right labium and with 
the onset of pruritus the mole had rapidly enlarged and developed 
into a malignant melanoma of the carcinomatous type. 


Dr. James YounG (Einburgh) thought that the views which Dr. 
Graves had advanced in regard to the possible etiological bearing 
of faulty drainage on carcinoma were full of suggestiveness. Fis 
illustrative cases were extremely interesting. Dr. Graves’ statement 
that cancer of the body of the uterus was more common in multi- 
pare than in primipare was different from his (Dr, Youne's) 
experience ; he had found in an analysis of cases that the incidence 
was about equal in the two classes and he believed that this was 
borne out by the Middlesex Hospital findings, 
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Dr. Young agreed that much could be done by education of the 
public to bring cancer cases at an earlier stage to the surgeon. 
There could be little doubt that the work of the American Society 
for the Control of Cancer during the past twelve years had been of 
ereat value in this regard in the United States. He believed that 
there was much room for propaganda among the medical pro- 
fession as well. Recently he had had the privilege of opening a 
discussion on this subject in Edinburgh. If the attitude of the 
profession generally could be gauged from that meeting it would 
seem that many medical men in this country were opposed to 
anything in the shape of education of the public in regard to cancer. 
The reasons were various. Some believed it would lead to panic 
and increased terror of the disease, he believed it would have 
the opposite effect, as much of the present terror of the disease 
exhibited by the public was due to ignorance. 


Few people knew 
that many cancers were curable if seen early. 





Dr. GRAVES’ REpPLy. 

The disparity between my figures of nine per cent. nullipara in 
the series of cervical cancer cases and the usual two or three per 
cent. that several have mentioned I am not able to account for. 
I was myself surprised to find the percentage so large. The word 
nulliparous in my series excludes both those who have borne full- 
time children and those who have had miscarriages. 

In connection with Dr. Blair Bell’s observation of metaplastic 
changes of the endometrium to squamous epithelium in the presence 
of pyometra, I recall a recent case of endometrial carcinoma 
associated with obstructive stenosis of the cervical canal, in which 
the polypoid cancerous growth was composed completely of 
squamous epithelium, 

Dr. Blair Bell’s description of giant cells in the walls of 
dermoid cysts due to pressure and irritation of the cyst content is 
new to me and is most suggestive. 

I confess that 1 am not greatly worried over the terror that our 
cancer propaganda is creating among women. [| cannot agree 
with the speaker who foresees that it may go so far as to unsettle 
the minds of many. In my country propaganda has undoubtedly 
stirred up a wide-spread fear of cancer among women, but it is 
precisely as a result of this fear that we are seeing increasing 
numbers of early cases. Every case about which there is the 
slightest suspicion is subjected to an examination and biopsy under 
an anesthetic. If patients refuse such an examination we deliber- 
ately frighten them into it, and are invariably thanked for it after- 
wards. Most women readily recognize wisdom in the argument 
that if malignant disease is found by such an examination it is 
0 
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probably early and curable, while if the results of the examination 
be negative, the relief from anxiety is well worth all the trouble 
to which the patient has been subjected. 

As to whether: retroflexion of the uterus has any bearing on 
cancer of the body, | can make no definite statement. Most cases 
of corpus cancer appear after the menopause when the uterus 
normally lies in the position of retroversion. | doubt if there is 
any causal relationship between the two conditions. Cervical 
polyps after the menopause are significant, and should always 
demand an examination and biopsy of the tissues of the genital 
tract. They are frequently associated with body cancer. 

I cannot answer offhand Dr. Johnstone’s question as to the 
percentage in my series of cases of endometrial cancer complicating 
fibroids. .\ review of our cases made several vears ago seemed to 
agree with the findings of the Mayvos who were among the first to 
call attention to the frequency with which fibroids and body cancer 
are associated. 

Someone has asked what ligature [use in cervical repair work. 
I find No. 2 chromicized catgut the most serviceable. 


DISCUSSION ON THE ACTION OF PITUITARY AND 
ERGOT ALKALOIDS IN LABOUR.* 

Professor BLAIR BELL (Liverpool) said the time was too short 
for adequate discussion on this important matter. He wished, 
however, to congratulate Dr. Bourne on the research he was 
conducting. 

Professor Blair Bell had published the first paper on the use of 
pituitary extract in shock, uterine atony and intestinal paresis so 
long as 18 years ago. [lis experimental researches on which his 
clinical work was founded had been published previously ; in them 
he had used a special uterine catheter which recorded the total 
expulsive efforts of the animal's uterus. 

Ife believed that Malinowsky was the first to use a rubber ball 
and air manometer for the purpose of recording uterine contractions 
in the human uterus after the use of pituitary extract. 

Professor Blair Bell had also shown that there is a refractory 
period after the use of this extract, and that the effect is not fleeting, 
but prolonged, and that the contractions are rythmical in nature. 
He had subsequently demonstrated that pituitary extract sensitizes 
the uterus before labour starts, and is, therefore, of assistance in the 
induction of premature labour; and, moreover, that it is useful 
in primary as well as secondary uterine inertia, when presumably 


* See pp. 249—272. 
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pressor substances are reduced in the blood stream, for in such 
circumstances he had found that the blood pressure is invariably 
low. A worker in his laboratories has recently reinvestigated this 
subject, but the results have not yet been published. 

He would like to ask Dr. Bourne whether he had tried a 
combination of pituitary extract with ergotin which he believed 
contained ergotamine. [le himself considered that this was a most 
useful combination for the treatment of postpartum hemorrhage. 
Professor Blair Bell had been very pleased with what Dr, Bourne 
had said in regard to the standardization of these products. Dale 
and others had done much work towards this end. He believed 
that the Government authorities would before long demand 
standardization. Still, standardization by physiological tests was 
not the ideal method, and it was to be hoped that some day infundi- 
bulin would be synthetized. 


DISCUSSION ON LATE PREGNANCY TOXAEMIA AND 
ITS RELATION TO ABORTION, PREMATURE LABOUR, 
ACCIDENTAL HAEMORRHAGE AND STILL-BIRTH* 


Dr. R. H. Paramore (Rugby) thanked Dr. Young for his paper 
on Chronic Nephritis, Eclampsia, and Accidental Haemorrhage, 
ior it gave him (the speaker) a further opportunity of stating how 
thoroughly he disagreed with Dr. Young’s views. Dr. Young 
had stated that eclampsia was a specific toxzemia or was due to a 
specific toxin: Dr. Paramore stated that eclampsia was not 
a specific toxeemia and was not due to a specific toxin. The con- 
vulsions of pregnant women associated with toxzemia seemed 
comparable in many ways with the convulsions of infants due to 
stomach upsets. Dr. Young believed that eclampsia was due to 
absorption of autolytic products produced in the placenta from 
in‘arction. [Tf that were so, women with chronic nephritis who 
became pregnant should be especially prone to eclampsia, but they 
were not. These women more commonly aborted or miscarried 
than became eclamptic; and the reason was that though the 
placenta was grossly diseased, the liver was not. 

Dr. Young attached much importance to accidental hzemorr- 
hage. Two views as to the cause of the bleeding had been put for- 
ward. One school believed it was caused by a toxzemia : but the fact 
that many patients suffering from accidental haemorrhage showed no 
preceding sign of any toxzemia, not even albuminuria, put that 
hypothesis out of court. The other school believed that accidental 


* See pp. 27 9-— 2H), 
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hemorrhage was due to a preceding thrombosis or other obstruction 
of some uterine or ovarian vein, and this the speaker thought was 
Dr. Young’s especial view. But a factor of importance in the 
genesis of accidental hemorrhage had been missed: the support 
of the placental sinuses had not been considered. During the 
uterine contraction, the placental sinuses were sustained and even 
compressed ; but during the phase of uterine relaxation, the pressure 
inside the uterus was equal to that outside and was dependent on 
the tonic or other contraction of the abdominal wall. In chronic 
nephritis, it was easy to understand how the raised blood pressure 
caused the placental sinuses to burst, with intra- and retroplacental 
hzemorrhages and death of the foetus. But if the blood pressure 
was normal, as in women without albuminuria or any toxoemia, and 
the support of the placental sinuses was sub-normal, as in women 
with weak abdominal walls during resting Gonditions with the 
uterus in its phase o: relaxation, it was easy to see that rupture could 
eccur. Turning round in bed might possibly do it, and in this 
respect it was interesting to notice that in many cases in Ley’s list, 
accidental hemorrhage seemed to come on during the night—an 
opinion re-inforced by reading the reports of Rigby’s cases (1775) 

A bleeding once started, if of any magnitude, might end in one 
of two ways. If the blood escaped from the cervix, nothing much 
(qua a toxzemia) happened, though the patient might die from the 
bleeding. But if the blood could not escape through the cervix, 
the uterus became distended and caused a rise of pressure within 
the abdomen often sufficiently great to obstruct the blood flow 
through the kidneys and liver. One writer had stated that to 
check the bleeding in these cases, a binder must be applied to the 
abdomen sufficiently tightly to act as a tourniquet to the abdominal 
aorta, as shown by cessation of the femoral pulse. Under such 
pressure conditions, it was plain that the blood flow through the 
liver and kidneys must be greatly interfered with, in which case, 
provided the patient survived long enough, nothing but a 
toxemia could be expected. 


DISCUSSION ON FURTHER EXPERIENCE 
WITH RADIUM IN THE TREATMENT OF CARCINOMA 
OF THE CERVIX.* 
Mr. Comyns BerRKELEY (London) congratulated Dr. Strachan 
on his paper and remarked that the reports on cases of carcinoma 
of the cervix treated with radium were very contradictory. While 


some surgeons appeared from their reports to get good results, 


* See pp. 291—299., 
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other surgeons had failed to get anything like such good results. 
Doubtless, in some instances, the better results were due to the 
method of application, the most striking example being that of 
Professor Forsell. Nevertheless, the speaker was convinced that 
the patients themselves had a good deal to do with the ultimate 
results. [fe was sure that there was some difference in these 
patients, or in the tumours, which scientific investigation had, up to 
the present, failed to reveal. Why was it that one patient was 
cured after a radical operation, which, though as complete as 
as the operator could accomplish, was not as complete as he could 
have wished, while another patient, in whom the growth was not 
so advanced, and the radical operation upon whom had been as 
perfect as could be desired, had a recurrence and died within a 
year? Similarly, as mentioned, good results were obtained with 
the use of radium by some, bad results by others. 

Mr. Comyns Berkeley’s results with radium had been very 
disappointing. For many years up to August 1925, he had 
treated a large number of patients by inserting radium into the 
growth. Beyond a temporary improvement, his ultimate results, 
in all cases except one, had been bad. This case was a striking 
one. Ile opened the abdomen with the intention of performing 
a radical hysterectomy, but the nature andextension of the growth 
was such, the rectum and bladder being so adherent that they could 
not be separated and the growth having markedly extended into 
the adjacent tissues, that the operation had to be abandoned. 
Later, radium was inserted into the growth. The patient, having 
disappeared for three years, again applied to the Middlesex 
Hospital for the relief of a bad ventral hernia. There was no 
evidence of growth per vaginum and the uterus was movable. 
The abdomen was opened to cure the hernia, and no trace of the 
growth was found and the bladder and rectum were quite free. It 
might be said that the adhesion and extension were due to inflam- 
mation which cleared up, but the operator who had had a very 
large experience of the radical operation and of the treatment by 
radium, was certainly of the opinion that the condition found on 
opening the abdomen the first time was cancerous in nature. 

After reading Dr. Hleyman’s paper in the Journal of Obstetrics 
and Gynecology of the Brilish Empire, on Dr. Forsell’s results 
with radium in Stockholm, results which were very remarkable, 
Mr. Comyns Berkeley determined to follow Professor Forsett’s 
technique absolutely, and to enable this to be done, Professor 
Forsell very kindly sent to the Middlesex Hospital a complete set 
of models of his applicators. Since August 1925, the speaker had 
treated 18 cases by this method; of these 13 were dead; of the 
remainder, one advanced case treated in October 1925, was doing 
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very well and increasing in weight. A second case treated in Nov- 
ember 1925, shows no sign of recurrence. A third case tréated in the 
same month and year, was “‘wonderfully well.’’? A fourth case 
treated in April 1926, is apparently perfectly well, and put on 
over a stone in weight in five months. A fifth case treated in June 
1926, shows no evidence clinically or by X-rays of recurrence, 
the vaginal vault is smooth and dome-shaped. 

These results were certainly better than those the speaker had 
obtained by inserting the radium into the growth, but were not 
to be compared with those obtained by Professor Forsell, which 
confirmed the speaker in his opinion that it was not merely a 
question of dosage and method of application, since from August 
1925 to the present time, the speaker had followed Professor 
Forsell’s method exactly. It was only right to mention, however, 
that the growth in all the speaker’s cases had been too advanced 
for radical operation. 


DISCUSSION ON 
PREGNANCY COMPLICATED BY CARDIAC DISEASE.* 

Professor JAMES HENprRy, (Glasgow University). Dr, Lennie 
has presented a most interesting series of cases. The most striking 
part of his paper is his advocacy of Czesarean section for this com- 
plication of pregnancy. 

Cezesarean section is undoubtedly an easy form of labour, but 
most of us must have been struck by the easy, short labours which 
many patients suffering from cardiac disease have. The poor 
development of the foetus is usually responsible for the easy labour. 
In multiparae, therefore, | do not agree that Caesarean section is the 
easiest form of labour, but | still believe that it is very sound treat- 
ment in many cases. In my view, it is an excellent way of treating 
a patient who has had several pregnancies, each of them associated 
with failure of compensation at a progressively earlier stage of 
pregnancy. The value of the treatment there lies in the opportunity 
of sterilizing the patient. | have dealt with six such cases in this 
way, and have had very satisfactory results, even a long time after 
the operation. Three of the cases were operated upon over two 
years ago. In all of them the patient was nursed very carefully 
throughout her pregnancy, and the operation was carried out just 
before the calculated date of labour. [Even then, two of them were 
in poor condition with severe cardiac embarrassment and auricular 
fibrillation. 

In primigravidze this line of treatment occupies a very different 
position; and, while it may offer the easiest way of terminating 
pregnancy, | have never carried out such treatment. 


* See pp. 331- 344. 
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In all my cases the primary lesion was a mitral stenosis, though 
in most of the cases this had become complicated by mitral regur- 
gitation, and in some by auricular fibrillation. 

Like Dr, Lennie, | have used chloroform as my anesthetic. 
In Scotland, we use chloroform to a much greater extent than in 
other countries. Some 14 years ago | used to see all Czesarean 
sections performed in Professor Krénig’s clinic in Freiburg under 
spinal anzesthesia; :these patients had preliminary injections of 
morphine and scopolamine. The anzesthesia was very satisfactory. 
Two years ago | saw in Paris two Cesarean sections performed 
under spinal anzesthesia, upon patients suffering from cardiac 
disease, and in another such case by simple infiltration of the 
abdominal wall with a local anzesthetic. 

In sterilizing my patients | have always employed the same 
method, vis: the excision of one inch to one and a half inches of 
each Fallopian tube and the ligature of the ends (not too tightly) 
with silk. When the silk ligature is tied too tightly, it some- 
times cuts through the soft tissues of the Fallopian tube. 


Dr. R. HI. Paramore (Rugby), thanked Dr. Lennie for bringing 
this subject before the Congress, for though it was impossible to 
deal adequately with a paper so full of facts. the subject was highly 
important both from the clinical and academic standpoints. The 
effect of valvular disease of the heart, when loss of compensation 
occurred, was especially interesting to the speaker, for it afforded 
an example of a toxzemia caused by purely mechanical forces. In 
pregnancy, the condition called forth all the resources of the 
attendant. In advanced cases, Caesarean section offered the best 
means of treatment, for by it the patient was saved from the least 
strain which even the easiest childbirth entailed. Tle had had a case 
under his care of a woman over forty who already had had several 
children. She had been kept in bed during the last four or 
five months of her pregnancy, and in spite of that frequently 
showed signs of distress. At the approach of term, and under 
spinal anesthesia, Cassarean secton was performed and the uterus 
was removed. She did so well that at the end of a fortnight she 
desired to return home; and the speaker unwisely allowed her to 
go. Although transferred in an ambulance and with all care, 
within a few days she developed embolism of both femoral arteries 
and died. The child did well. 

From the academic point of view, heart disease in pregnancy 
was also important. It had been stated that during pregnancy the 
output of blood from the heart was increased, but that the heart 


did not hypertrophy. The speaker had difficulty in accepting the 
latter statement. If the output was increased, the heart must do 
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more work ; and how could this occur without hypertrophy ? What 
was the cause of the increased output from the heart? The answer 
Was easy : it was that more blood in unit time was sent to the heart 
(right auricle) from the periphery. Two factors were involved : 
the one was the increase of pressure in the abdomen, the other was 
the increase in yolume of the blood, both of which occurred in 
pregnancy. The volume of blood in an individual depended on the 
mass of the individual, on the number, magnitude and activity of 
the cells of which he was composed. The development of the ovum 
into a foetus was necessarily concerned with such a change in the 
mother ; and this change was a factor to be considered in the picture 
presented by normal pregnancy, and of that which occurred in 
cases in which the heart mechanism before the pregnancy had 
become deranged. 


Dr. LENNIE’s REPLY. 


Dr. LENNIE, in reply, said that with regard to Dr. Gilliatt’s 
suggestion as to the use of spinal anzesthesia in these cases, he 
questioned the efficacy of this method of anzesthesia owing to the 
high situation of the wound in the classical Caesarean operation. 
In any case, he had never experienced any bad results from the use 
of chloroform in his own cases, and Sir James MacKenzie used 
this drug even to full anesthesia in all his cardiac cases with no 
untoward results. 

Dr. Lennie agreed with Prof. Lowrie on the value of a 
cardiologist’s opinion on these patients, and that the incorporation 
of maternity beds in a General Hospital would place at the patient’s 
disposal the services of a specialist in other departments of medicine 
should occasion arise. He concurred with the objections raised to 
the operation of vaginal Caesarean section, 

In reply to Dr. Bethel Solomon, Dr. Lennie stated that the 
only anesthetic used in these cases had been chloroform, and that 
he had had no experience of scopolamine and morphine in con- 
junction with gas and oxygen as an anesthetic in cardiac cases. 
As Dr. Solomons suggested that it would be helpful to know the 
lesions which existed in the patients who were submitted to 
operation, this information is appended. 

The method of sterilization used was also described. 

Dr. Lennie, while agreeing with Prof. Hendry that it was 
undesirable to sterilise primigravidae, recalled the fact that the 


disease was in many instances a progressive one. The strain and 


damage to the heart became more pronounced with each succeeding 
pregnancy, and it was desirable to prevent future pregnancy should 
erave symptoms occur in the first. 
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In reply to the exception taken by Mr. Comyns Berkeley to the 
term hysterotomy (also taken exception to by Dr. Solomons) 
Dr. Lennie stated that originally he had used the term miniature 
Cesarean section. He was indebted to Mr. Berkeley for the 
suggestion of submitting for this term, Caesarean section at stated 
months. 

The information regarding the state of the patient’s compen- 
sation at the time of operation, and whether or not there had been 
breakdown of compensation during the pregnancy is also available 
in the case histories. 


DISCUSSION ON RELATIONSHIP OF THE 
OBSTETRICIAN TO THE PASDIATRICIAN.* 

Professor FLETCHER SHAW (Manchester) was pleased to be able 
to say, for once with absolute truth, that what Liverpool thought 
to-day Manchester had done yesterday. When St. Mary’s Hospital 
and theSouthern Hospital amalgamated in 1906 the small children’s 
department attached to the Southern Hospital found a permanent 
home in the amalgamated hospitals, but what was of much greater 
importance an arrangement already concluded between the South- 
ern Ilospital and the University was soon brought into practice, 
whereby the University Lecturer on Disease of Children became 
ipso facto a Member of the Staff of St. Mary’s Hospital. The 
Speaker at that time was the senior resident at St. Mary’s Hospital, 
so he had had the opportunity of watching the growth and 
development of this department and could confirm from practical 
experience, all the good which Dr. Capon had suggested would 
accrue from such an appointment. 

At first the lecturer was, more or less, restricted to his 
own department but he was a full member of the Medical 
Board and gradually his opinion was sought more and more, and 
now, for a very long period, the obstetrical staff never made any 
alteration affecting in any way the treatment or management of 
the babies under their care, without consulting the childrens’ staff. 
In addition to the Lecturer on Diseases of Children there was now 
an assistant physician for children and a surgeon, and this staff 
was consulted, not only about children which were not thriving 
satisfactorily, but about the general management and treatment 
of the healthy normal infant which had a very great advantage 
that it made the pupil midwives realize that there was a staff of 
medical men devoted entirely to this branch of medicine, that it 
had a sound scientific basis and that the nursing staff! was not the 
final authority in the treatment and management of infants. The 


* See pp. 345—348,. 
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Lecturer on Diseases of Children, Dr. Lapage, held a regular 
course of clinical classes on the new-born infant for the pupil 
midwives and also took round the wards, on two or three occasions, 
each batch of students who were living in the hospital for their 
month's maternity training ; this of course, was quite apart from the 
regular course of instruction which they had in paediatrics when they 
were attached to him as clerks. In the past 20 years this system 
has worked well and gradually grown to be a most important 
development in the work of the hospital and he thought that every 
maternity hospital should have a Childrens’ Specialist attached to 
it. 


Mr. EpGe said that in Birmingham they had the advantage of 
having skilled pediatricians on the staff of the Maternity, and he 
believed that this should be generally the case. At the same time, 
he could not help regretting the loss of much of this work to the 
obstetricians and he would advise all obstetricians to keep them- 
selves well acquainted with this branch of maternity work as they 
will be expected to know something about newly born children, 
by their patients and supporters. 
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A statistical investigation into the causation of pulmonary embolism following 
operation, 

195 cases of pulmonary embolism following operation and 12 following 
fractures are compared with 4,000 operations taken at random from the 
records of the London Hospital. 

Fom the comparison the following points are demonstrated :— 

(1) The rapid and continuous rise in the age incidence curve after 
the age of 30. 

(2) The relatively high incidence following incisions through the 
anterior abdominal wall and fracture of the femur. 

Lister maintains that well balanced respiratory movements, both costal 
and diaphragmatic and free muscular action are necessary to maintain 
venous circulation. In the cases mentioned above, one or other of these 
factors is seriously inhibited. 


The need for medical teaching on birth control. 

Giles discusses the following as indications for contraceptive measures : 
(1) Heritable disease in either parent. (2) Diseases rendering  child- 
bearing dangerous to the mother. (3) Conditions that would obstruct 
labour. (4) Previous difficult or dangerous labours. (5) Child-bearing in 
excess of a woman’s strength. 

He considers the following methods of contraception: (1) Abstinence. 
(2) Restriction of intercourse to the ‘“‘Safe Period” i.c. to the latter half 
of the inter-menstrual period. (3) Prevention of entry of spermatozoa 
into the vagina by ‘“‘Coitus Interruptus” and the condom. (4) Prevention 
of entry of spermatozoa into the uterus by the check pessary which he 
condemns. (5) Chemical methods. (6) Surgical methods. 


The effect of parturition on the heart. 

Robinson deals with the effect of parturition on the normal and 
abnormal heart. 

The effect on the normal heart : 


Pregnancy. The abdominal tumour restricts the diaphragmatic excur- 
sion and displaces it. The result is decrease in movement of the lower 
lobes of the lungs with compensatory increase in the apices. The heart 
is displaced and the right ventricle pressed upon. In addition there is 
increase in the total quantity of blood and in the size of the vascular field. 

Labour. Requires considerable muscular effort. 

Puerperium. The decrease in the uterine circulation cause relative 
increase in the total amount of blood unless post-partum hemorrhage has 
occurred. 

Although the normal heart is able to stand the strain without obvious 
distress, the diseased heart may use up its depleted reserve. The author 
maintains that pregnancy should be terminated when signs are apparent 
that this reserve is being used up. If failure has occurred, every effort 
must be made to restore compensation before terminating the pregnancy 
which, however, must not be delayed longer than is necessary. 

The author strongly advocates Cesarean section as the method of 
terminating the pregnancy as it causes less strain than normal parturition 


and allows sterilization by salpingectomy. 18 cases are quoted, 
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An address on abortion, 

The reproductive function is one that, like severe physical exertion, 
tests all the bodily functions, and under it some women will break down, 
even if previously perfectly sound. The chemical processes are liable to 
become disordered and poisonous bodies may be formed causing damage to 
the liver and kidneys, the organs especially concerned in the modification 
and excretion of waste products. The proportion of women who show 
signs of such failure is small, a fraction of one per cent. Should toxeemia 
of pregnancy occur, however, and not yield to treatment, the risks to the 
mother are great; in the worst cases, happily rare, she may go into convul- 
sions and coma (eclampsia) or suffer from dropsy or uncontrollable vomit- 
ing, but the commoner danger is that of chronic kidney disease (Bright’s). 
These cases are easily picked out by analysis of the urine and other tests, 
and when they do not yield to treatment are universally accepted as 
justifying the termination of the pregnancy, and more so because in kidney 
disease death of the foetus in the womb occurs in nearly half the cases. 

The cases in which pregnancy occurs in a woman with some chronic 
disease that may be aggravated by the pregnancy form another group, in 
which, however, the results to be obtained from terminating the pregnancy 
are less certain and more open to difference of opinion. In some diseases, 
such as chronic kidney disease and diabetes, there will be general agree- 
ment that pregnancy should be ended, but in regard to tuberculosis, heart 
disease, grave malnutrition, nervous and mental states there is room for 
wide variation in practice. The effect of the pregnancy is speculative, 
but many accept without question the ill-effect that they think may arise 
and end the pregnancy forthwith. Others advocate induction of 
abortion only when there is definite evidence of the disease being agera- 
vated. In heart disease, for instance, if the woman does not improve by 
rest in bed and medical treatment neither will she improve by ending the 
pregnancy, and sometimes the operation acts as the finishing touch. The 
case of a woman who has suffered from insanity in a previous pregnancy 
is an especially difficult problem. Should the next pregnancy be ended 
for fear of a return of the mental disorder that may or may not recur? The 
usual rule is that if the second pregnancy has followed soon after the one in 
which the trouble arose it should be terminated ; also in any case in which 
insanity has occurred in more than one previous pregnancy. On the other 
hand, if there has been some complication not likely to recur, such as 
excessive bleeding or septic infection which was clearly the provoking 
cause of the mental disorder, it is usual to allow the pregnancy to continue 
and trust to general medical treatment. There is, however, in all serious 
disease of the mother something to be said for relieving her of the physical 
and mental strain of bearing and rearing a child, even if statistics show 
little gain from it. 

The commonest reason for terminating pregnancy is abortion which has 
already begun cither spontanceusly or from seme accidental cause, or which 
is provoked by taking drugs, and the woman is ill from the haemorrhage or 
infection of the damaged pregnancy or portions of it left in the womb. There 
are also less common cases in which the pregnancy is found to be diseased 
and incapable of further development and a possible source of danger to 
the mother, generally accompanied by bleeding or enormous excess of 
the waters. In these cases the only room for differences of opinion would 
be as to when the evidence was sufficient to indicate that the pregnancy 
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was too damaged to continue or that it formed a definite risk to the mother. 
These points granted, there would be general agreement as to the need for 
its termination. The cases in which labour is brought on prematurely 
when the mother is too small to allow of the passage of a full-time child, 
fall into a different category, because the operation is done with the 
object of saving and not destroying the life of the foetus. 

The original principle that guided the profession was that the procuring 
of abortion was lawful only if the woman’s life was in danger if the 
pregnancy continued, but that principle was rightly extended to include 
also serious or permanent damage to her health. 

Before, however, damage to her health can be predicted the woman 
must be kept under observation and treatment for such time as would 
suffice to show that progressive deterioration of her health left no alterna- 
tive to the induction of abortion. The consequences to the patient can 
be estimated only by taking into account what has happened in her previous 
pregnancies—if she has had any— how she is affected by the pregnancy 
in question, how far the effects have yielded to or resisted treatment, and 
by experience in, and knowledge of, similar conditions in other patients. 

As will be seen from reports of the discussion at the last annual meeting 
of the British Medical Associatien, the principle of danger to life and 
health of the mother has also been jettisoned, and many act on the 
supposition that it is not lawful to take into consideration other than 
purely medical factors and to allow social, economic, eugenic, and other 
reasons to weigh in justfying the induction of abortion. 

The effect of the spread of these laxer views is cumulative and produces 
a vicious circle, for orice the public learns that abortion can be procured 
‘‘respectably”’ under the guise of medical indications, every woman fails 
to see why her medical attendant should hesitate in her case, which, she 
is convinced, must provide an adequate excuse. 

There are many causes contributing to this lowering of the professional 
standard of responsibility towards the procuring of abortion. Resort to 
operative procedures is much more common owing to their greater safety 
and ever-increasing possibilities of speedy relief, and all operations are 
undertaken with much less consideration than was formerly the case. The 
attitude of the general public must affect the medical profession which is 
part of the public and serves it. The ethical standard of the public, never 
a high one, became lower during the war, though never falling as low in 
this country as in some mid-European countries that were especially 
affected by economic stress—e.g, Austria and Russia. The birth control 
propaganda that has followed the war probibly arises from the same causes 
and likewise tends to produce a slackening of moral standards on the 
destruction of a pregnancy. The chief factor is that of changing social 
conditions and their effect on the women of the day. 

To illustrate this aspect of the problem as it confronts the medical 
profession to-day Fairbairn draws an imaginary picture and says that 
it is the frequency of this kind of case that has served to weaken the 
former reluctance of the profession to resort to the procuring of abortion 
save for grave danger to the mother. Such cases have enough in common 
with those fashionable explanations for aberrations of conduct—loss of 
memory, temporary irresponsibility, kleptomania, impulsive action, and 
others of the like, as announced in the press or pleaded in court, that they 
should arouse some fellow feeling for their medical brethren in the breasts 
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of the legal profession. The most useful result that might come from this 
combined discussion would be the formulation of some guiding principles 
that might help the medical profession to steer a safe middle course 
between allowing their patients to suffer serious injury to their health 
and overstepping the Common Law of the Realm. 

Fairbairn advocates that none other than purely medical considerations 
be allowed to weigh, and he crosses swords with his colleague who opened 
the discussion with the following hopelessly inverted statement of the 
position : “It is an ethical question of great interest to what extent we, as 
doctors, have the right to insist that a woman shall pass through an 
ordeal which she is unwilling to face, even if we do not think that she will 
sustain any permanent injury from so doing.” The “right to insist” 
forsooth—it is not the right to insist; it is, have we the right to interfere 
with a normal pregnancy? 

Once other than purely medical factors are allowed to count no line can 
be drawn between criminal and therapeutic abortion. As a profession we 
are not trained in sifting evidence, nor can we question our patient's own 
story as to how she came by her pregnancy. In the next place, granting 
that anxiety and mental distress over an undesired pregnancy may cause 
disability and ‘‘nervous breakdown,” can any line be laid down for these 
difficult and border-line cases? As one of those taking part in the 
discussion said in regard to the psychological problems: ‘Surely nothing 
could be worse than the mental torture of illegitimate or illicit pregnancy ?” 
Are we, then, justified in terminating these? If mental distress over the 
occurrence of a pregnancy is admitted as an indication for abortion, hew 
are limits to be set to the operation? And surely the single girl should 
have the preference over the married woman with children, although it 
is the former cases that most often lead to hesitation on the part of the 
medical attendant for the reason that they are more liable to lead to 
suspicion as to motive. 

Fairbairn suggests to his obstetric colleagues that we think this matter 
out in terms of hospital rather than of private practice, for the cases of 
the kind now under consideration are relatively very rare in hospital. 
The private practitioner is in much closer personal relationship with 
his patients, by whom he is retained as advisor, and they, in paying 
the piper, demand some say in calling the tune. He is thus much more 
influenced by his patients and his patients’ relatives, and his judgment 
is diverted in the direction of their wishes, and he is on the whole more 
affected by the attitude of the general public than the consultant in hospital 
practice. 

In hospital other than purely medical factors do not weigh and the 
patient is kept under observation and treatment, and only if her condition 
is too serious to brook delay, or if other measures of relief have clearly 
failed, is abortion resorted to, Medical treatment has also greatly advanced 
in the last 25 years. Hence the guiding principle for these nervous or 
psychopathic or other border-line cases is the hospital method of obser- 
vation till the symptoms are proved to be genuine and unrelieved by 
treatment, and only as a last resource should the pregnancy be destroyed. 

There is another point calling for the opinion of our legal brethren that 
is well set out in Déderlein’s “Handbuch” (yol. iii p. 18) in which three 
paragraphs from the German Penal Code are quoted setting out the 
number of years’ imprisonment for the various persons who may be con- 
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cerned in the destruction of a pregnancy and without exception whatsoever 
for persons or reasons. A later paragraph from the Code is then quoted 
in which even longer years of “strafing”? in prison are laid down for one 
convicted of causing the death of a fellow creature from negligence, and 
the writer goes on to ask what is the doctor to do. He may be called on 
to answer in the courts a charge of abortion procured on purely medical 
grounds or a charge of causing the death of a mother by his neglect te 
terminate the pregnancy which led to her decease. 

It is obvious why all civilised nations protect themselves against 
abortion-mongering, for it is but infanticide anticipated by a few months. 
The destruction of a pregnancy—at whatever stage it is done—is the 
destruction of life and the killing of a potential citizen, though it is too 
much to expect the populace to think that the non-sentient embryo is of 
much account. Wherever and whenever there is little regard for human 
life the destruction of a pregnancy will be of no moment. The detection 
and legal proof of abortion-mongering is always a difficult matter and the 
vast majority of cases go undiscovered. The degree to which the practice 
exists in any community will vary chiefly with the civilisation and moral 
standard of its people as a whole and on their respect for the laws under 
which they live, so that in some nations the laws against abortion-mongering 
may be so far disregarded as to be in practice non-existent. The Soviet 
Republic of Russia is the only State in which abortion is legalised. If the 
lax views of many of the profession become general the Bolshevist system 
of unrestricted abortion-mongering will become a vested interest of those 
on the Medical Register, who will become merely the instruments of those 
patients who hire them for the purpose. 

To avoid this degradation the following guiding rules are brought 
forward as a basis for discussion. 1. Medical indications alone should be 
considered. 2. Medical indications should be defined as those clearly 
involving danger to the life or health of the mother or damage to the 
pregnancy sufficient to interfere with its future development, and the 
onus of proof should rest on the practitioners concerned. 3. In doubtful 
or border-line cases observation of the patient away from home and 
failure of other methods of treatment should have proved that abortion 
is the only rescurce. 


Ethical, legal and medical aspects of abortion. 

Lord Riddell said that he noticed the simultaneous development of two 
conflicting lines of thought and practice amongst obstetricians, namely 
an increased regard for the safety of child as compared with that of the 
mother, and an increased tendency in some quarters to produce abortions. 

The increased concern for the safety of the child, as compared with that 
of the mother, seems to be due to three reasons. First, the improvement 
in the art of midwifery, which has lead the practitioner in abnormal cases 
to adopt gadgets (using the word in no invidious sense) with the object of 
producing a live child. Second, the natural revolt of doctors, practising 
in a humanitarian age, against the destruction of foetal life, particulariy 
by barbarous methods such as craniotomy ; and third, the direct and indirect 
propaganda of the Roman Catholic Church which teaches that abortion is 
not permissible and that the foetus must not intentionally be destroyed to 
save the mother’s life or to protect her health. 

The increased tendency to procure abortions seems to be due, first, 
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to a growing desire on the part of medical men to please their patients— 
the pontifical doctor is becoming a thing of the past; second, to the 
decrease of religious inhibitions; and third, to the safety and simplicity 
of modern methods. 

These two sets of ideas act and react on each other and produce what 
may be termed “the modern midwifery atmosphere.” When the first 
set is uppermost it may lead to undue suffering and risk for the mother. 
When the second prevails it may cause the practitioner to destroy foetal 
life unnecessarily and: also to commit illegal acts. 

The law regarding abortion is comprised in the ‘Offences against the 
Person Act, 1851,’ which provides that ‘“‘whosoever, with intent to procure 
the miscarriage of any woman shall unlawfully administer to her any 
poison or other noxious thing or shall unlawfully use any instrument 
or other means whatsoever with the like intent shall be guilty of felony.” 
“Miscarriage” is a comprehensive term which includes both abortion and 
premature birth in the sense in which these words are understood by the 
medical profession, abortion being the expulsion of the feetus during the 
first 28 weeks and premature birth expulsion after that period. Mis- 
carriage also comprises the destruction of the child during labour. The 
term “unlawfully” is not defined, but obviously denotes a wrongful act, 
done intentionally without just cause or excuse. An adequate medical 
or surgical reason is the only just cause or excuse recognised by law for 
procvring a miscarriage. The legal rule may be stated thus :~—- 

It is contrary to law to procure, or attempt to procure, a miscarriage 
except with the object of saving the mother’s life or avoiding serious 
injury to her health. The essence of the offence is a guilty intent. An 
honest effort to save the life or health of the mother is not illegal, 
although the practitioner may commit an error of judgment in perform 
ing an operation subsequently regarded by other practitioners as 
unnecessary. He will not be liable to conviction if he honestly believes 
that what he does is required to save the mother’s life or health. If the 
mother dies in consequence of an illegal abortion, the person performing 
it may be liable for murder or manslaughter, but these osfences cannot 
he committed in respect of a child inits mother’s womb, as the child 
is not in rerum natura. If, however, the child is born alive and subse- 
quently dies, owing to injuries received en ventre sa mere, the offender 
may be convicted of murder or manslaughter. 

Taylor’s ‘‘Medical Jurisprudence” (seventh edition) states that in law 
“there is no such thing as justifiable abortion,” and that, “the only 
reasons that can be thought of by an honourable man as justifying the 
induction of labour are: (1) to save the life of the mother, (2) to save the 
life of the child.’ This statement is open to serious criticism. Obviously 
the authors have overlooked or misinterpreted the word “unlawfully” 
in the act of 1861. Furthermore, there is no doubt that a miscarriage may 
be lawfully procured not only to save the mother’s life, but to avoid 
serious injury to her health. The law is more accurately set forth in 
“Russell on Crimes,’”? which describes as lawful “acts done in the course 
of proper treatment and in the interest of the life or health of the mother.” 
As to Taylor’s reference to -the life of the child, the statute deals onlv 
with measures to destroy the fcetus, and has no application to bona fide 
attempts to produce a live child or to preserve its health. The Act does 
not relate to the removal of a dead foetus, 
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There are no legal decisions as to the pathological conditions justifying 
abortion. The writer knows of no case in which a medical man has been 
prosecuted for an error of judgement in procuring a miscarriage. ‘‘Midwifery 
by Ten Teachers” says that operations of this kind are confined to cases 
in which the life of the mother will be endangered or her health per- 
manently damaged by the continuation of the pregnancy.” But he 
thinks the word ‘permanently’? inaccurate. Induction is not only 
justifiable, but a duty, when the prognosis indicates grave danger to 
the mother’s health, whether the results are likely to be per- 
manent or not. The danger must, however, be serious. Induction is 
not justified for the purpose of avoiding minor risks of pregnancy, such as 
the use of forceps or perineal tears. A woman who becomes pregnant 
must be prepared to undergo the ordinary discomforts of pregnancy and 
to take the ordinary risks. Therefore the practitioner must not be 
influenced by the adjurations of the patient or her relations to relieve her 
of these. Nor must he be influenced by economic considerations or by 
his svinyethy for a woman who finds herself in a distressine situation 
involving perhaps social ruin. In short the medical man must confine 
himself to the medical and surgical aspects of the case. 


The statement 
in * 


Midwifery” that “‘it is the practitioner’s duty to do all in itis power 
to counteract the modern tendency to curtail families for the sake of the 
State as well as for the sake of the woman’s bodily and mental health” 
is open to question. The doctor’s sole duty is to consider the welfare of 
his patient. In deciding on the necessity for abortion he should not be 
influenced by a predilection ‘in the interests of the State” either for large 
or small families. 

The standard test-books on obstetrics indicate certain conditions that 
may admittedly justify abortion. Some are caused by diseases peculiar 
to pregnancy and others by diseases apart from pregnancy but aggravated 
by it. The practitioner must exercise his discretion, remembering 
that in the absence of just cause the procuring of a miscarriage is a 
criminal offence. But he must remember also that the mother’s life must 
never be sacrificed to her unborn child, even if she is suffering from 
an incurable disease. On the other hand, the possibility of diseased 
offspring is no indication for abortion. The practitioner is not entitled to 
engage in eugenic excursions of this sort, and it must be remembered that 
unhealthy parents occasionally have healthy children. A | woman is 
under no obligation to submit to a Caesarean section as an alternative to 
abortion. The necessity of these measures is steadily diminishing 
owing to improved methods in the treatment of disease and to improved 
obstetrics which lessen the strain on the mother. The conditions described 
by the textbook writers must provide ample scope in many cases for the 
compliant practitioner and ample room for honest doubt on the part of the 
scrupulous one. There are, however, other cases that present even more 
difficult problems. These are said to be increasing in number owing to the 
growing disinclination of many women to submit to the normal discomforts 
of an unwelcome pregnancy. 

This no no new phenomenon, as Juvenal (circa 60-140) has some well- 
known and emphatic lines on the subject. “These, however, (the poorer- 
class women) do undergo the risk of childbirth and bear all the fatigues 
of a nurse; but rarely does a woman in labour lie on a gilded bed, so 
powerful are the arts and drugs employed by such a one.” 
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And in 1868, an American, Dr. Storer, wrote a book ‘“‘Criminal Abortion” 
in which he deplored ‘‘its awful extent” amongst American women who 
did not wish to be inconvenienced by repeated pregnancies. We are too 
prone to pay undue attention to the abnormal. The truth is that the 
mass of women are taking a more intelligent interest in the production 
of healthy children than at any previous period. At a large child-welfare 
clinic with which I am connected, tlie mothers—all wives of working 
men— write yearly essays on the management of pregnancy that would 
do credit to doctors or midwives. 

What should the practitioner do under such circumstances? We know, 
of course, that he should invariably get the benefit of a second opinion, 
and we know that in modern practice it is usual to secure such an opinion 
from a specialist in the diseases affecting pregnancy. It is for the 
specialist to say whether the woman can safely be allowed to go to full 
time. If he advises in writing that the continuation of the pregnancy 
is likely to kill the woman, ruin her health, or drive her into a 
mental home, then in my opinion, quantum valeat, as the lawyers 
say, the procuring of a miscarriage is not only justifiable but a 
duty. Cases in which the patient misrepresents or exaggerates her 
condition with the object of persuading the doctor to terminate the preg- 
nancy are not uncommon. Therefore extreme care is necessary when 
making the diagnosis. 

It would be futile to disregard the fact that some practitioners are 
ready to seize on any medical or surgical reason to justify an abortion 
when desired by the patient to avoid an unwanted child. It is useless 
to discuss such conduct. The offence cannot readily be detected in the 
case of a married woman attended by two medical men. Nevertheless it 
is a risky game. When required to deal with a pregnant unmarried 
woman, the practitioner is faced with problems of exceptional difficulty 
and danger. If he procures an abortion his motives are open to question, 
and if he fails to do what is necessary to preserve the life or health of his 
patient he is liable to grave moral condemnation and may possibly incur 
serious legal consequences. When faced with such a problem, the prac- 
titioner should always remember that secrecy is the badge of fraud. If he 
acts openly, and if he is supported by another sound opinion, he has 
little to fear if his motives are right. It is not a crime for an unmarried 
woman to become pregnant, and her medical adviser has no right to 
condemn her to death or to serious morbidity because she happens to be 
unmarried. 

As to the ethical side of medical abortion, every one must obey the 
law, but the practitioner is under no compulsion to do what the law 
permits. He may say to the patient, “I am of opinion that an abortion 
is necessary and therefore legally justifiable, but my conscience will not 
allow me to procure it. If you insist, you must go elsewhere.”But in 
giving effect to ethical convictions the practitioner must not offer up a 
vicarious sacrifice. To speak more plainly, the patient must not be 
prejudiced by her medical adviser’s conscientious scruples. Both law and 
ethics demand that her condition should be explained and that she should 
know that she is being attended by a doctor who has convictions which 
she may or may not share, 
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In considering the ethical aspect of the question a brief history of the 
subject is necessary. 

Although prior to the Christian era the practice of abortion was common 
among the Greeks and Romans, little is known as to their legal attitude 
in regard to it especially in the case of the Greeks. The Oath of Hippo- 
crates (460-370 B.C.) forbids it, but the prohibition obviously relates to 
what we should call criminal abortion and not to abortion for medical 
purposes. Also it is doubtful whether the Oath as we know it was 
prepared by Hippocrates. Additions may have been made by his disciples 
at a later date. It is curious that the Oath is the only evidence that 
abortion was regarded with disfavour by the Greeks. Certain Greek philo- 
sophers, notably Plato (427-347 B.c.) and Aristotle (384-322 B.c.) expressed 
themselves decidedly in favour of the practice. Plato (Republic V., 461 C) 
was ready to allow those who had passed the limits of age prescribed 
for procreative purposes (20-40 years for the woman, 25-55 for the man) 
to practice promiscuous intercourse but only on condition that such 
couples should have no children. ‘‘We accompany this permission with 
strict orders to prevent any embryo which may come into being from 
seeing the light” (Trans. Jowett). Aristotle’s opinion (Politics VII., 16) 
may be compared to that of modern advocates of birth control. ‘‘When 
couples have children in excess and there is an aversion to exposure of 
offspring”? (to destroy them), ‘let abortion be procured before life and 
sense have begun’ (Trans. Jowett). Indeed, as Lecky says in his 
‘European Morals,” “the practice of abortion was one to which few 
persons in antiquity attached any deep feeling of condemnation.” When 
specific acts of abortion were condemned, this was not on moral grounds, 
but because the rights of husbands had been infringed, or the devolution 
of property interfered with. Cicero (106-43 B.c.) relates a case in which 
expectant heirs bribed a pregnant woman to procure an abortion and 
thus defeat the prior rights of her coming child. She was sentenced to 
death. (Pro. Cluentio XI.) Havelock Ellis says (‘‘Studies in the Psychology 
of Sex’”’) that in accordance with the patriachal basis of early Roman 
institutions it was the father and not the mother who had the right to 
decide on abortion, but I have not been able to verify this. 

The comparative indifference with which abortion was regarded by the 
Greeks and Romans is explained by the view generally held that the 
foetus was not a human being or animal but pars viscerum matris. There 
is no trace of any Roman penal law against the practice until the time of 
Ulpian in the early part of the third century, when abortion was made 
a crime, but the Stoic Musonius, writing in the first century, remarked 
that “the legislators have forbidden women to procure abortion and inflict 
penalties upon offenders.” Galen, writing in the second century, says 
much the same. The Justinian Codex promulgated in the sixth century 
confirmed the laws of the Ulpian period but discriminated between abortion 
before and after go days in the case of a male and 8o in that of a 
female, thus following the Aristotelean idea. 

How the practitioners divined the sex when considering whether to 
operate is not revealed. Hippocrates had committed himself to the statement 
that boys quicken a month earlier than girls (‘On the Nature of the Child’’). 
The Roman Codex did not recognise the unborn child as a human being, 
and consequently abortion was not equivalent to homicide. These laws 
may have been due to the enormous growth of the practice under the 
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Empire, as morals became increasingly corrupt, or to the spread of the 
Christian religion. The Church early in its history set its face against 
abortion. This was due partly to a revolt against the doctrines of the 
Aristotelian school who taught that there was: (1) a vegetable soul which 
caine into being at conception; (2) an animal soul which developed a few 
days later; and (3) a rational soul that came into being after 4o days 
in the case of a male and 80 of a female. The rational soul presented 
no difficulty. To the Church the rational and spiritual were a unity. 
Accordingly once rationality had attached to the corporeal child in the 
womb its destruction was logically murder. The vegetable and animal 
stages, the homo rationalis futurus (the rational man to be) presented 
subtle intellectual problems. 

Abortion was not expressly prohibited by the Mosaic laws except that 
Exodus XXI., v. 22, inflicts penalties for injuring a pregnant woman in 
a brawl. The New Testament is silent. Therefore the question was 
whether abortion was contrary to the Sixth Commandment ‘Thou shalt 
not kill.’ The Christian Fathers faced the situation with characteristic 
resolution and more than characteristic precision. Tertullian (155-222) 
voiced their views when he said, “Murder being once for all forbidden, 
Wwe nay not destroy even the foetus in the womb. To hinder a birth is 
merely a speedier homicide; nor does it matter whether you take away 
a life that is born or destroy one that is coming to birth.” Gregory of 
Nyssa (fourth century) declares that “fone identical life principle exists 
from conception to death.’? Similar pronouncements have been made 
from time to time by various ecclesiastical authorities. These 
involve strange results and make abortion a deadly sin. The 
a human creature and therefore the inheritor of original sin, was certain 
of eternal damnation if it perished without baptism. For this reason 
the Church still teaches that the life of the child must not be sacrificed 
for the mother’s benefit. 


declarations 
foetus being 


Hither she has been baptised or she has neglected 
her duty, whereas abortion would deprive the infant of baptismal rights. 
In the Middle Ages little was heard of abortion, no doubt due to the 
universal authority of the Church. In England in Anglo-Saxon times 
it seems to have been regarded as an ecclesiastical offence only (Stephen’s 
“Wistory of Criminal Law,’’? Vol. I., p. 54). Later it became a crime, 
see legal works of Fleta (circa 1290), Bracton (d. 1268), and Coke (1552- 
1634). It should be noted that until the Act of 1861 already quoted, our 
law drew a distinction between a woman quick with child and one not quick. 
This difference was embodied in the first statutes prohibiting abortion, 
43 Geo. IIl., ch. 58 and g Geo. IV., ch. 31. If the offence was committed 
before the woman was quick, the penalty was imprisonment, transporta- 
tion, or whipping. If later, death. It thus appears that abortion, 
although tolerated before the Christian era, has long been regarded as an 
anti-social act, contrary to the welfare of the individual and the State. 

The discussion is, however, complicated by the tiews of those who 
hold, for so-called biological reasons, that the life of the embryo is sacred 
even in its earliest stages. The exponents of these opinions disclaim the 
influence of ecclesiastical dogma, but in effect agree with the Roman 
Catholic Church that one identical life principle exists from conception 
to death. This doctrine involves stbtle questions, which may be argued 
indefinitely both as to time and conclusions. When does life begin? 
When does the child establish a separate entity apart from its mother ? 
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The Greeks and Romans revelled in such speculations. Modern discoveries 
have not helped us to solve these metaphysical problems. Logically the life 
of the microscopic embryo with its potentialities may be as sacred as that of 
the fully grown man, but human affairs are not governed by logic. There- 
fore we find that for nearly 3,000 years the laity have not regarded the 
foetus as a human being. This may not be logic but it is common sense. 
Abortion is anti-social and illegal unless performed for an adequate medical 
reason. But when such reason exists there is no ethical objection. ‘The 
doctrine that the mother is to be sacrificed or risked for the benefit of 
the unborn child is a resuscitated relic of the Dark Ages and biologically 
unsound. On strictly ethical grounds, saving the mother’s life or health 
is more laudable than the observance of theoretical ideas regarding the 
viability and rights of the feetus. As Ballantyne says when summarising 
ideas of which he disapproved, ‘‘The mother’s life has a value because she 1s 
what she is, while the foetus only has a possible value on account of what it 
may become.’ Perhaps it may be added that consciousness may 
well be the test. What evidence is there that the foetus possesses this 
quality ? The whole tendency of modern life is to abandon forms however 
venerable, and to concentrate on realities. The ethical propriety of lawful 
abortion must be considered from that aspect. As Aristotle says 
scientific exactitude is impossible in reasoning upon particular ethical 
cases. The circumstances of each case must be regarded. Health 
is the purpose of medicine. Therefore the doctor is justified, providing 
that he acts within the law, in doing what will be most conducive to 
the object of his calling. 

Hitherto abortion has been a question entirely in the hands of men 
Christian ecclesiastics, lawyers, doctors, and politicians. Yet it is mainly 
a woman’s question. In Germany it has been actively taken up by women. 
German writers insist thit the foetus is not yet an independent human 
being and that every woman, by virtue of the right over her own body, 
is entitled to decide whether it shall become one. This must be 
regarded as an anti-social proposition. Nevertheless, the practice of contra- 
ception would receive an enormous stimulus if the public thought that the 
lives and health of pregnant women were to be risked against their will and 
without their knowledge by reason of ethical objections to perform a legal 
operation. The destruction of a full-grown child is a revolting affair, whereas 
the abortion of an early foetus differs but little from the removal of a uterine 
tumour. Even the Romain Catholic Church, in awarding its punishments, 
discriminates between early and late abortions. 

Finally, how often should the practitioner procure abortion on the 
same woman? And how often should he perform a Cresarean section ? No 
doubt each case must be judged on its merits. Procuring abortion involves 
serious and exceptional responsibilities which a patient is not entitled to 
thrust on her medical advisor. Therefore she should be warned against 
future pregnancies and, in appropriate cases, sterilization should be 
recommended, Cresarean section differs from abortion in as much as there 
is no express statutory prohibition, but if a Cresarean section were 
performed unnecessarily and the patient died as a result. the practitioner 
would be liable to conviction for manslaughter. 

Nature has ordained that children shall be produced in a certain fashion 
and abnormal methods are not justifiable to gratify whim or caprice. Nor 
should the practitioner lend himself to a series of such operations. If a 
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woman cannot bear children in the usual way, she should be warned against 
further pregnancies that must result in abortion or in an operation attended 
by serious risk. 


A case of severe anemia of pregnancy simulating Addison’s anemia, 

References are given to other writers on this exceedingly rare con- 
dition. The case reported was seen four weeks alter a normal delivery. 
Anzemia of the Addisonian type was present with achlorhydria and 
evidence of hemolysis. The case was successfully treated by one blood 
transfusion, iron injections and large doses of hydrochloric acid. 


Post-partum avulsion of the uterus: A case of recovery. 

Commenting on this case of recovery from post-partum avulsion of 
the uterus and on other recorded case, Fairbairn states that the chief interest 
in cases of avulsion of the uterus is a forensic one, and that though rare, 
a sufficient number of cases is now on record to show that the disaster 
may occur without evidence of undue force having been used or anything 
that necessarily involves criminal negligence, so that in 1924, the Court of 
Appeal had to quash the conviction of a medical man for manslaughter 
in a case in which this accident had occurred. These disasters, he con- 
tinues, are happily so rare that even those with the widest hospital 
experience are unlikely to meet with more than an occasional case, so 
that evidence based on personal knowledge alone will not be convincing 
to the court, and that this record and references to others are made in 
the hope of lessening the chances of another verdict like that in the case 
just mentioned. 
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Maternal mortality. (reading Article) 
January 15, 1927 
Serum diagnosis of cancer. (The Week) 
January 22, 1927. 
Maternal mortality. A. Z. C. Cressy. 
A vesico-vaginal calculus. M. Sourasky. 
Cancer research and common sense. (Leading Article) 
Cancer and how to fight it. (The Hastings Popular Lecture). B. Moy- 
nihan. 





Review of Current Literature 


Systemic treatment of cancer. W. B. Coley. 
The fcetal thyroid gland. E. E. Hewer. 
Cancer and trauma. G. Lenthal Cheatle. 
February 5, 1927. 
Volvulus neonatorum. N. M. Dott. 
*Melaena neonatorum. J. G. Grant. 
A memorable obstetric tragedy. (Nova et Vetera). 
February 12, 1927. 
*Experiments on the radiation of tumours. With special reference to 
their blood supply. J. C. Mottram. 
A memorable obstetric tragedy. R. W. Innes Smith. (Correspondence) 
February 19, 1927 
*Meningitis as a complication of pregnancy. A. M. Macqueen. 
February 26, 1927. 
*Pseudo-mucinous cystadenoma of the ovary. R. R. Foote. 


March 5, 1927. 
Hereditary hemorrhagic telangiectasia. E. C. Mekie. 
Pulmonary embolism following childbirth. P. Henderson. 
Ophthalmia neonatorum in maternity wards. (Leading Article) 
Puerperal sepsis. J. Cook. (Correspondence). 


March 12, 1927. 
*Acute abdominal emergencies complicating pregnancy and the puer- 
perium. J. S. Fairbairn. 
Diaphragmatic hernia in women. R. H. Hunter. 
Uterine myoma complicating pregnancy. V. L. Ferguson. 
Strangulated hernia in a pseudo-hermaphrodite. G. Ralston. 
Cancer and trauma. W. B. Coley. (Correspondence) 
Puerperal sepsis. W. H. F. Oxley. (Correspondence) 
March 19, 1927. 
Hereditary familial congenital haemorrhagic nephritis. A. C. Alport. 
Systemic treatment of cancer. J. E. Robinson. (Correspondence). 
Influenza and albuminuria of pregnancy. J. Gutch. (Correspondence) 
Puerperal sepsis. J. Cook. (Correspondence) 
The development of vaginal operations for genital prolapse. FF. A. 
Nyulasy. 
March 26, 1927. 
Pulmonary embolism following childbirth. G. W. V. Parry. 
Ocular symptoms during catamenia. A. W. D’Ombrain. 
Influenza and albuminuria of pregnancy. R. H. Paramore and P. Mc- 
Dougall. (Correspondence) 
“Birth Control.’? B. Dunlop. (Correspondence) 


The maternal mortality in the midwifery service of Queen Victoria’s Jubilee 

Institute. 

Fairbairn considers this subject so important that he has supplied 
the following summary :—The maternal mortality-rate in cases attended 
by the nurse-midwives of the Q.V.J.I. (when acting as midwife but not as 
maternity nurse) for the years available (1905-9, 1915-20, 1923-5) is plotted 
out on a graph and compared with the national returns. To make the 
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comparison more accurate the Registrar-General’s returns including deaths 
“either caused by, or associated with, pregnancy and childbirth” are 
taken because the ‘‘associated deaths” are included in the Q.V.J.I. figures. 

The rate in the latter is ‘‘adjusted’”’ by an increase of about 11 per cent. 
to allow for the difference between the rates calculated per 1,000 live- 
births and per 1,000 deliveries and for those deaths in pregnancy that do 
not come under the care of the midwives. The adjusted mortality-rate in 
the Q.V.J.1. midwives’ service is under half that of the rate for England and 
Wales, the fluctuations in the two following one another closely. 

The number of cases attended by the Q.V.J.I. midwives have increased 
from 4,500 in 1905 to 55,828 in 1924, with a drop to 47,926 in 1925. Local 
practitioners are called in by the midwife in accordance with the ruies 
of the Central Midwives Board, and a noteworthy feature is the increase 
in the proportion of medical aid notices from 8.9 per cent. of cases 
attended in 1905 to 26 per cent. in 1925, the increase being most marked 
in the last three years. It is ascribed to a general tightening up in the 
administration of the Midwives’ Acts, to the payment of the fees of the 
practitioners called in by the local authorities and to lack of self-reliance 
in the midwives. It suggests inefficient training of the midwife in the 
use of opium or other sedative to avoid fatigue in the mother. If such 
treatment was adopted by the midwife and medical aid only summoned 
after it had been tried and failed, the proportion of spontaneous deliveries 
would be greatly increased. Though the rate of sending for the doctor 
has been more than trebled in 20 years, there is no corresponding improve- 
ment in the maternal mortality-rate. 

The returns of the causes of death in 1924 and 1925, and the reasons 
for summoning medical aid in 1924, are analysed and illustrate clearly 
the nature of the work of the midvives. The writer considers that any 
selection of cases as between midwife and doctor that is made is deter- 
mined on economic and social grounds and not on the obstetric or medical 
necessities of the individual case and argues that a considerably lower 
rate would be obtained by better team-work between midwives, prac- 
titioners and maternity hospitals. 

The figures reviewed are taken to support the view of those who 
consider the country’s maternity service is best built on a foundation of 
a service of midwives with medical help in difficult cases, and to bear 
out the evidence of the lower maternal mortality in Holland, Italy and 
the Scandinavian nations, which have had for generations a well-organized 
midwifery service. 

Malaena neonatorum. 

Two cases are reported. In the first, the child vomited bright red 
streaks of blood and passed black tarry stools. The bleeding was imme- 
diately stopped by the injection of .25 cc. of pituitrin. In the second 
case, melaena and signs of intracranial pressure occurred on the fourth 
day. Gelatin and adrenalin were administered by mouth and _ later, 
intramuscular injections of 10 ce. of paternal blood were given daily 
for. four days. The child recovered. Both children were post-mature. 
Experiments on the radiation of tumours: with special reference to their blood 

supply. 

Mottram suggests that radium may have an effect on the blood supply 
as well as on the tissue cells of a tumour. 
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Meningitis as a complication of pregnancy. 

Two cases are reported. In one Cesarean section was performed post 
mortem and .a living premature child delivered three minutes after the 
death of the mother. 


Pseudo-mucinous cystadenoma of the ovary. 
Foote reports a case in which a pseudo-mucinous and a dermoid cyst 
were present in the same ovary. 


Acute abdominal emergencies complicating pregnancy and the puerperium, 
Fairbairn points out how symptoms arising from pregnancy and _ its 
complications may make diagnosis and treatment more difficult in abdo- 
minal emergencies, and that abdominal symptoms may arise either as 
part of a disorder of metabolism—the toxzemia of pregnancy—or from 
mechanical effects or abnormalities of the pregnancy or reproductive 
tract. He discusses the subject under five headings, namely; vomiting, 
jaundice, abdominal pain, abdominal distension, and appendicitis. As 
regards treatment he considers that interference with pregnancy is justi- 
fiable only if some operative procedure is contemplated which the presence 
of the pregnant uterus would make more difficult of performance, and 
that, generally speaking, the rule should be that the minimum operative 
procedure that will meet the needs of the case, and the one that can be 
performed in the shortest time, should, so far as possible, be selected, and 
that there should be as little disturbance of the pregnant uterus as possible. 
A. Walker. 


The Newcastle Medical Journal. 


January, 1927. 
*The remoter results of child-bearing. V. Bonney. 


The remoter results of child-bearing. 

Bonney states that child-bearing when considered as a process in the 
life of the race is rightly termed a physiological phenomenon, but not 
when considered as a process in the life of a woman. He looks upon 
the product of conception as a rapidly growing neoplasm; labour, the 
operation by which it is removed; and puerpery, the convalescence from 
that operation. 

The four primary processes involved in child-bearing he considers to be 
hypertrophy, yielding, stretching and tearing, and failure to recover 
from any or all of these will leave a woman permanently changed. The 
resulting changes will produce menorrhagia, retroversion, cystocele, recto- 
cele, stasis, laceration and erosion of the cervix, leucorrhcea and the risk 
of carcinoma developing in the unhealthy cervix. 

The patient will then become anemic from excessive loss, weakly from 
genital displacement, toxic from intestinal stasis, continually complaining 
of aches and pains, partly due to visceroptosis, and partly due to the 
drag on the genital-supporting apparatus, and constantly annoyed by an 
uncomfortable discharge with perhaps symptoms of chronic sepsis super- 
added, a vicious circle is established, the one defect accentuating the 
other, until the whole organism is below par. 
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The prevention of these conditions lies in the correct management of 
labour; their cure is more difficult, but for the cases of enteroptoses in 
which genital displacements form part of the assemblage of ptoses, 
Bonney warmly commends his ‘‘shelf operation,” which consists in fixing 
both the uterus and the whole length of both round ligaments to the 
abdominal wall so as to make a transverse partition entirely cutting off 
the utero-vesical pouch from the general peritoneal cavity. 

BE. 2. 


Journal of Physiology. 


Vol. Ixii, No. 2, December 10, 1926. 
*Studies on the internal secretion of the ovary. II. The effects of injection 
of the oestrus producing hormone during pregnan¢y. A. S. Parkes 
and C. W. Bellerby. 


Vol. lxii, No. 3, January 12, 1927. 
*Studies on the internal secretion of the ovary.III. The effects of injection 
of cestrin during lactation. A. S. Parkes and C. W. Bellerby. 


Studies on the internal secretion of the ovary. II. The effects of injection of 
the cestrus producing hormone during pregnancy. 

Parkes and Bellerby found that the injection of cestrin into mice during 
the early stages of pregnancy invariably causes the rapid reappearance of 
cestrus and the termination of pregnancy. During the latter stages of 
pregnancy injection in sufficient amount will nearly always terminate the 
pregnancy, but the amount required is much greater. In cases where 
litters are born after injection of the mother during the later stages of 
pregnancy no abnormality in sex differentiation occurs in the males, and 
no cestrus symptoms are observed in the females. 


Studies on the internal secretion of the ovary. III The effects of injection of 
estrin during lactation. 

A mouse suckling a litter of more than two does not come into cestrus 
(except for the immediate post-partum period) during normal lactation, 
since lactation causes the corpora lutea of the post-partum ovulation to 
become persistent and, therefore, cestrus inhibiting. By injection of the 
cestrus producing hormone during lactation, cestrus could be induced, there 
being a close correlation between the dose required and the number of 
young suckling. Since, however, no pregnancy was observed to follow 
copulation at the induced cestrus and since ovaries sectioned after copula- 
tion showed no young corpora lutea, it was concluded that ovulation did 
not occur during the artificial period. 

It was also found that mice ovariotomised early in lactation required 
only small amounts of cestrin to produce cestrus, hence the inhibitory 
effect of lactation is produced via the ovary and presumalby via the persis- 
tent corpus luteum. The dosage required to override the corpus luteum 
of lactation was found to be greater than that required to override the 
corpus luteum of pregnancy. 

ie) en 
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Surgery, Gynecology and Obstetrics. 


Vol. xliii, No. 5, November, 1926. 

*Parasitic fibromyomata. J. C. Masson. 

*Pituitrin administered at the beginning of the third stage of labour. 
R. A. Scott. 

*The X-ray treatment of hypofunction of the ovary; with special reference 
to the regulation of menstrual function. J. S. Hirsch. 

Ilio-abdominal amputation in a case of sarcoma; recovery ; pregnancy and 
birth of living child. S.S. Judin. 

*Prevention and relief of prolapsus uteri. R. S. Cron. 

The safeties of ethylene anesthesia. D. Guthrie. 

Trotula, the diseases of women—-Old masterpieces in surgery. A. Brown. 


Vol. xliii, No. 6, December, 1926. 
*The relation of the tissues to radium in treatment of cancer of the cervix 
and the importance of lacerations in producing cancer in this location. 
I, K. P.. Farrar. 

Strictured ureters, hydronephrosis and pyonephrosis, occurring in cancer 
of the cevix uteri; based on the study of eighty-two cases. C. C. 
Herger and B. F. Schreiner. 

*Atresia ani vaginalis ,its correction; with report of a case. N. F. Miller. 
intentional fracture of the humerus in the newborn. D. F. Clark. 
Strangulated umbilical hernia, with report of two cases; one in a baby 

fifteen hours old. L., L. Pereira. 

Disturbed reflexes; their significance in acute abdominal diseases. 
G. Robertson. 

Cancer symposium at Lake Mohonk.,B. C. Crowell. 


Vol. xliv, No. 1, January, 1927. 
*Placenta praevia: a study of one hundred and sixty-five cases. G. 1 
Brodhead and E. G. Langrock. 
Ureteral stricture in male and female; with particular reference to 
symptoms and diagnosis. H. L. Tolson. 
Newer developments of electrothermic methods in the treatment of neo- 
plasms. G. A. Wyeth. 
An operation for rectovaginal fistula complicated by a third degree tear. 
H. L. Darner. 
Vol. xliv, No. 2, February, 1927. 
Forceps delivery. E. L. Cornell. 
*Untreated cancer of the breast. FE. M. Daland. 


Vol. xliv, No. 3, March, 1027. 
The involuntary nervous system in relation to abdominal disease. 
J. Fraser. 

The cancer problem. W. J. Mayo. 

*Incidence of carcinoma of the uterus among Jewish women. A. Horwitz. 
Biological principles in the treatment of uterine myoma. M. Henkel. 
Prolapse of the urethra in female children. T. N. Hepburn. 

Combined intra-uterine and extra-uterine pregnancy. Tf. M. Gilliam. 
(Correspondence). 
Untreated cancer of the breast—a correction. (Correspondence), 
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Parasitic fibromyomata. 

Recording six cases of this condition Masson finds that a true parasitic 
fibromyoma is very rare; is difficult to diagnose; should be removed 
because it may interfere with the function of important organs and 
because malignant changes may develop; and may adhere to any of the 
lower abdominal or pelvic structures or some other part of the uterus 
or the vaginal wall, so that its removal may become difficult. 


Pituitrin administered at the beginning of the third stage of jabour, 

Pituitrin was administered intramuscularly in dosage of one-half eubic 
centimeter at the beginning of the third stage of labour and Scott found :— 

1.It definitely shortened the third stage of labour. 

2. It lessened the amount of blood lost in the third stage of labour both in 
spontaneous and operative deliveries. 

3. It lessened the number of cases of post-partum hemorrhage. 

4. It diminished the frequency of retained placentse due to constriction 
rings. 
The X-ray treatment of hypofuncton of the ovary; with special reference to the 

regulation of menstrual function, 


The results of radiation treatment led to the conclusion that a certain 
dosage in carefully selected cases is capable of producing improvement 
in ovarian function as shown by the regulation of the menstruation and 
the induction of pregnancy with the birth of healthy children, 

There cannot be any objection to this form of treatment on grounds 
that the already diminished ovarian activity can still further be diminished 
by the small doses of radiation. If the condition of the ovary is such that 
this should actually take place, nothing is lost for such an ovary is incom- 
peteut to produce the menstrual mechanism or to produce an ovum 
capable of tecundation. 


Prevention and relief of prolapsus uteri, 

Cron points out that there are a number of steps in the evolution of 
such a condition as prolapsed uterus. It is usually preceded by rctro- 
version of the uterus then beginning descent with elongation and hyper 
trophy of the cervix. This is frequently associated with a cystocle or 
rectocele or both and then the appearance of the cervix outside of the 
vagina, and if this condition is not remedied a complete prolapse of the 
uterus, and occasionally a herniation of the pesterior cul-de-sac may result. 

In his series of 225 cises there was no relation between the number 
of labours and the frequency or extent of the pelvic lesion. Two women 
had never borne children. 

The operation of choice for this condition Cron considers to be the 
Watkins interposition operation, which, however, should be reserved for 
patients who have reached the menopause or are approaching it. 

The interposition operation is successful because it uses fixed structures 
for support. The uterus acts as a shelf to hold the bladder and is elevated 
in the pelvis by being tipped forward, its position being changed 1So 
degrees. The twist produced in the broad ligaments by the change in 
the position of the uterus, perceptibly shortens them, and is the chief 
factor in correcting the uterine prolapse, and finally as Miller has brought 
out the tendencies of the uterus and bladder are antagonistic io further 
prolapse as they work against cach other to hold the correct position. 





Review of Current Literature 423 


The relation of the tissues to radium in treatment of cancer of the cervix and the 
importance of lacerations in producing cancer in this location. 

In the Women’s Hospital in the State of New York, all ward patients 
with cancer of the cervix who have been treated with radium are urged 
to return for inspection once each month for a period of five years or longer. 

From a study of this material Farrar concludes that : 

1. Cancer of the cervix when treated by radium shows a progressive 
course toward contraction of the cervix and inhibition of the cancer cells 
in well defined stages of (1) hyperaemia; (2) slough; (3) healing; (4) con- 
traction. 

2. When the cervix is markedly contracted and the internal os is closed, 
pyometra or heematometra is not infrequent and is easily treated by 
dilatation of the internal os and irrigation of the uterine cavity. 

3. In 300 consecutive case histories of cancer of the cervix, it was 
found that pregnancy had occurred in 96 per cent. In the 288 cases in 
which children had been borne, 115 of the patients had had five or more 
pregnancies, and 35 of these had had from 10 to 23 pregnancies. In 288 
cases of cancer of the cervix 11.1 per cent. had the last pregnancy less 
than five years before entering hospital, and 20.3 per cent had had the last 
pregnancy less than ten years before entering hospital. 

4. A careful palpation and visual inspection of every cervix immediately 
after the confinement aud an Emmet trachelorrhaphy performed for lacera- 
tions of the cervix would, Farrar believes, lessen the danger of cancer 
development in the cervix later. Immediate or secondary repair of lacera- 
tions should be made when conditions do not warrant an immediate repair. 
Six beautifully reproduced coloured drawings accompany this article. 


Astresia ani vaginalis, its correction; with report of a case. 

Miller in recording a case describes a procedure which, for the following 
reasons, appears to offer a simple and logical means of correcting atresia 
ani vaginalis :— 

1. Avoidance of extensive cutting tends to lessen scar tissue formation 
and contraction with narrowing of the anal canal. 

2. The use of the fistulous tract for the anal outlet renders the procedure 
simple and_ practical. 


3. Utiliz ition of the apparently normal sphincter results in satisfactory 
control. 


4. The development of normal sphincteric support materially lessens 
the chances of rectal prolapse. 


Placenta previa: a study of one hundred and sixty-five cases. 

Brodhead and Langrock consider that the treatment of placenta praevia 
must depend to a considerable extent upon age, parity, period of gestation, 
type of placenta praevia, extent of cervical dilatation, condition of the 
patient and infant, number of living children, the environment of the 
pitient, and the surgical experience of the operator. 

They discuss the indications for version, de Ribes’ bag, forceps, rupture 
of the membranes, packing, pituitrin, minual dilataticn of the. cervix and 
Cresarean section. 

In their series of 165 cases there were 18 deaths, three of the women 
being admitted to the hospital moribund and one losing her life from 
tuberculosis and inanition. 
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The gross maternal mortality was 10.9 per cent. Excluding the four 
cases mentioned above, three of which were hopeless from the start, the 
mortality was 8.7 per cent. 


Untreated cancer of the breast. 


This study deals with roo cases of cancer of the breast, untreated by 
operation, X-ray, or radium. Duration of life is computed from the 
time of the first symptom noticed by the patient. The average duration 
was 40.5 months, the mean duration 30 months. The longest duration 
was found between the ages of 60 and 64, the shortest between 55 and 50, 
except for one patient who was 33 years of age. 

Length of life in untreated cases is compared with the length of life in 
two operative series. In the untreated series, 40 per cent. were alive at 
the end of three years, 22 per cent. after 5 years, 9 per cent. after 7 years, 
and 5 per cent. at the end of ten years. The last patients died 13 years 
after their first symptom. 

No definite relationship could be observed between previous pregnancies 
or diseases of the breast and the cancer. 

A study of the degree of malignancy, as made by microscopic study, 
failed to show any relationship between the length of life and the degree 
of malignancy. 

In studying the end-results of cases of cancer of the breast treated by 
operation or by other means, it must be remembered that many of the 
patients would have lived many years without such treatment. 

To compare treated and untreated cases, both series must be studied 
in the same way, from the date of onset of the disease and not from the 
date of examination. 

The one factor which makes such a comparison impossible or unfair is 
that the patients in the one series are alive and well, while in the other 
they always have cancer. 

Incidence of carcinoma of the uterus among Jewish women. 

Of 1,237 cases of primary carcinoma of the uterus seen at the Mayo 
Clinic between 1920 and 1925, inclusive, 1,227 were among Gentiles and 
Io were among Jewesses. Ninety-seven per cent. of the 1,237 patients 
were married. 

There was a slightly higher birth-rate among Jewish patients, but the 
difference between the birth-rate among Jews and Gentiles was too small 
to warrant conclusions. 

From data obtained at the Curie Hospital, where two-thirds of the 
patients were treated for carcinoma by reentgen rays or radium, the 
incidence of carcinoma was slightly less for the Jewish patients (62 per 
cent.) as compared with carcinoma in the Gentiles (66 per cent.). 

Carcinoma of the uterus is comparatively infrequent among Jewesses, 
being about one-fourth as frequent as in the Gentile women 3.9 per cent. 
as compared with 16.5 per cent.). 

Carcinoma of the breast in the female is common among Jewesses and 
almost equals the percentage in Gentile women, the incidence being 26.4 per 
cent. and 28.3 per cent., respectively. 

Carcinoma of the digestive tract, including the liver and pancreas, was 
almost twice as frequent in the Jew as in the Gentile, being 30.2 per cent. 
and 17.1 per cent., respectively, 
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Racial immunity to carcinoma, the ritual dietary laws, poverty, and the 
more normal blood supply to the generative organs in Jewish women, 
are some of the reasons advanced to explain the relative infrequency of 
carcinoma of the uterus in Jewish women. 

F. E. T. 


The Journal of the American Medical Association. 


Vol. 88, No. 1, January 1, 1927. 

*Sterility : Analysis of cures and failures. R. L. Dickinson and W. H. 
Cary. 

*Effect of a diet low in calcium on fertility, pregnancy and lactation in 
the rat: Results of experiments. D. Macomber. 

*Antirachitic properties developed in human milk by irradiating the 
mother. A. F. Hess, M. Weinstock and E. Sherman. 

Scurvy complicating vomiting of pregnancy. C. N. Swanson. 

Vol. 88, No.4, January 22, 1927. 

Does infant welfare work preserve the unfit? (Editorial) 

Vol. 88, No. 6, February 6, 1927. 

*Carbon dioxide combining power as basis for treatment in eclampsia : 
with particular reference to the use of sodium bicarbonate. H. P. 
Wilson. 

The number of chromosomes in the cells of cancerous and other human 

tumours. J. Belling. 

Cancer statistics as they appear to a pathologist. H. G. Wells. 

Vol. 88, No. 7, February 12, 1927. 

*The toxeemias of pregnancy and the treatment of eclampsia. J. W. 
Williams. 

*Relation of hypertensive toxcemia of pregnancy to chronic cardiovascular 
disease. J. Corvin and W. W. Herrick. 

The treatment of acute gonorrhcea with antiseptics in gelatin. R. D. 
Herrold and H. Culver. 

*A case of maternal tetany relieved by parathyroid extract—Collip. H. 
Lisser, R. K. Smith and H. C. Sheppardson. 

Cancer statistics as they appear to a pathologist. H. G. Wells. 

Vol. 88, No. &, February 19, 1927. 

Studies in human inheritance: II. The medico-legal application of 
hereditary human characters, with especial reference to the blood 
groups. L. H. Snyder. 

Vol. 88, No. 9, February 26, 1927. 

*Two hundred and forty-three fetal autopsies: A syphilitic study. J. R. 
McCord. 

*Human infections with the organism of contagious abortion in cattle 
and hogs. A. C. Evans. 

A new infant urinal. R. H. McBride. 

Vol. 88, No. 10, March 5, 1927. 

Calcification of the ovary: Report of a case. R. O. Brigham. 

Precocious pregnancy : Report of eight cases. H, Dittrick. 
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The promotion of calcium assimilation during lactation. (Current 
Comment) 
Vol. 88, No. 12, March 19, 1927. 
Pains of parietal origin simulating visceral disease. E. Moschcowitz. 
Stable colloidal lead in treatment of cancer. H. S. Martland, S. A. von 
Sochocky and H. Hoffman. 
*Reentgen-ray examination of uterus and Fallopian tubes with iodized 
oil. E. C. Steinharter and S. Brown. 
Hair encircling finger at birth. J. J. Snipes. 
New forceps for removal of impacted ureteral calculus. W. C. Stirling 
Vol. 88, No. 13, March 26, 19 
Counting the fetal beat. J. B. De Lee. 


*An Ischiopagus. L. F. Fisher, P. C. Traver and 


Sterility: analysis of cures and failures. 

Dickinson and Cary have found that several thousand clinical historic 
of sterile unions, recorded by living expert students of the subject, are 
available fer combined systematic analysis—particu f the item 
absent in publications, such as tabulated correlation of cause nd reason 
for or failure. Certain essential researches on 
insemination and ovulation have been defined an their 
In both matters, organized work is called for. 
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Effect of a diet low in calcium on fertility, pregnancy and lactation in 
results of experiments 


points out that :— 
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show signs of a lack of calcium by stunting, weakness and often death. 
This is to be contrasted with the foetal ability to live at the expense of 
the mother. The difference is probably not, however, due to a physio- 
logically different principle, but to the much greater needs of the growing 
young and the increasing resistance of the maternal organism to sacrifice 
its reserves. That this is perhaps so is shown by the fact that !o 
calcium causes the death of the fctus even late in pregnancy with the cow. 

4. Lastly, there seems to be a real lesson to be drawn from this 
study in regard to the dietetic management of pregnancy and lactation. 
There must be an adequate source of calcium in the diet of the pregnant 
and nursing woman if these functions are to be carried out normally and 
with a minimum of such disturbances as caries, stillbirths and failures of 
lactation. 


Antirachitic properties developed in human milk by irradiating the mother. 

Ultraviolet irradiation of a nursing woman brought about a marked 
increase in the antirachitic potency of her milk. Fractionization of the 
milk showed that this effect was due to an augmentation in the anti- 
rachitic (nonsaponifiable) factor. It is suggested that such irradiation 
be employed in order to protect infants from rickets and nursing women 
from excessive drain of calcium and phosphorus. 


Carbon dioxide combining power as basis ior treatment in. eclampsia: with par- 
ticular reference to the use of sodium bicarbonate. 

In patients with excessive vomiting in pregnancy, treated in the 
Murphy Memorial Hospital, a distinct lowering of the carbon dioxide com- 
bining power of the blood plasma was shown, which when treated intra 
venously with sodium bicarbonate, or with sodium bicarbonate and glucose, 
was speedily relieved. Some of them returned to the hospital every three or 
four days until recurrence of the vomiting ceased. 


The toxemias of pregnancy and the treatment of eclampsia, 

Considering only the toxeemias of pregnancy as they occur during the 
last third of pregnancy, and particularly the treatment of eclampsia, 
Whitridge Williams draws the following conclusions :— 

1. In mild as well as in severe cases of eclampsia, the results are 
better under conservative than under radical treatment. 

2. Tn mild cases, a modified Stroganoff technique gives almost ideal 
results. 

3. In severe cases, such treatment gives twice as good results as more 
radical treatment, but is still 
to demand improvement. 

4. It appears that all the generally used anesthetics superimpose an 
additional toxzemia on that associated with the disease. 

5. Consequently, the operative treatment of severe eclimpsia will pre 
bably not show better results until some nontoxic anesthetic is discovered. 


followed by a mortality so high as urgently 


6. It appears that, after acconchement foreé, Cresarean section performed 
under the usual general anesthetics is the worst treatment for eclampsia. 

7- The necessity for still greater extension of pre-natal care is. the 
most efficient means for the prevention of eclampsia. 


§. It is necessary to realize that toxemia of 


pregnancy is a yaeue 
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general term, and that we have to deal with several types and not with 
a single one. 

9. The treatment of eclampsia must remain empiric and relatively 
unsatisfactory until the actual cause of the disease is discovered. 


Relation of hypertensive toxemia of pregnancy to chronic cardiovascular disease. 

Corvin and Herrick’s study of 165 cases of subacute or hypertensive 
type of the toxeemia of pregnancy both during pregnancy and in a follow-up 
clinic has brought to light a striking relationship between this type of 
toxic disturbance and chronic cardiovascular disease. 

In 165 cases thus observed, 122, or 74 per cent., exhibited cardiac 
hypertrophy, sclerosis of the brachial or radial arteries, vascular retinal 
changes, or persistent hypertension after a period of from six months to 
six years post-partum. Of these, 37 per cent. showed persistent hyper- 
tension. 

Of fifty-two cases observed in one or more pregnancies subsequent to 
the one first attended by this type of toxemia, fifty showed hypertension 
in the subsequent pregnancy. In twenty-one, the blood pressure in the 
subsequent pregnancy showed higher figures; in sixteen, the level reached 
was about the same; while in only six did the pressure tend to decrease 
with succeeding pregnancies. 

Patients manifesting this type of disturbance should be observed over 
a series of years for evidence of cardiovascular disease. Patients with 
cardiovascular disease should be safeguarded by special medical care 
during pregnancy and should be discouraged from often repeated attempts 
at childbearing. 


A case of maternal tetany relieved by parathyroid extract—Collip 

In a case of tetany occurring immediately post-partum the authors 
observed that, while the supply of available calcium was in all proba- 
bility normal, the loss of some 1,500 ec. of blood induced marked symptoms 
of hypocalezemia (Czesarean section had been performed because of 
placenta preevia marginalis). 

The prompt administration of active parathyroid hormone-Collip in 
adequate dosage, without the aid of any other therapeutic agent, even 
calcium, relieved the hyperexcitability of the nervous system and caused 
the calcium content of the blood serum to return to normal (from 7.5 to 
9.7 mg. per hundred cubic centimeters). 

This case offers therapeutic substantiation of ‘the parathyrogenous 
origin of maternal tetany. 


Two hundred and forty-three fetal autopsies. A syphilitic study. 

McCord points out the very high incidence of syphilis as a complication 
of pregnancy in the coloured clinic in Atlanta, Georgia, U.S.A., where 
his investigations were carried out. 

Of the 243 infants examined at autopsy, only 50 were born alive 
whilst 189, or 77 per cent., were born dead. Maceration was present in 
45 per cent. of the autopsies. Syphilis was positively shown in 45 per 
cent. of the cases. Syphilis was probably shown in 12 per cent. of the 
cases. Causes of death in the order of frequency were : syphilis, 57 per 
cent.; brain haemorrhage and tentorial tears, 13 per cent.; prematurity, 
11 per cent.; and toxemia of mother, four per cent. It would seem that 
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the bone lesion known as Wegner’s disease is pathognomic of foetal 
syphilis. The lungs, kidneys and liver seem to be the tissues most fre- 
quently involved, as evidenced by histological changes. The organisms 
were found in the following tissues in order of frequency: lungs, 
kidneys and liver. Negative observations of any kind cannot absolutely 
exclude syphilis. 


Human infections with the organism of contagious abortion in cattle and hogs. 

Evans states that it is now an established fact that Brucella melitensis 
variety abortus may infect man and that the disease of man contracted 
from cattle or hogs is indistinguishable clinically from that prevalent in 
Mediterranean countries and known as undulant, or Malta fever. She 
summarizes twenty cases collected from the American literature indicating 
briefly the manner in which the disease appears to have been contracted. 
Reference is also made to cases recorded in South Africa, in Italy, in 
Palestine and in the Dutch East Indies. 


Reentgen-ray examination of uterus and Fallopian tubes with iodized oil. 

Early in 1926 the authors began to test the value of uterograms and 
now conclude that injection of iodized oil into the uterus and the Fallopian 
tubes is harmless; that rcentgenograms assist in the diagnosis of intra- 
uterine conditions, mural fibroids, patency-of the Fallopian tubes, size and 
position of the uterus, and eary pregnancy, and to differentiate intra-uterine 
from extra-uterine tumours ; and that as an adjunct to the Rubin test, it may 
be used to localize the point of obstruction in nonpatency of the Fallopian 
tubes, and to determine whether or not the Fallopian tubes are present. 


An Ischiopagus, 

Speculation arises concerning the contribution of each individual to 
the external genitalia and anal regions of this female ischiopagus and it 
would appear that each twin contributed one half of each structure, i-c., 
half the anal ring, one side of the vagina, one vulval roll and_ half 
the clitoris. According to embryologists, however, in nionozygotic fused 
twins of this type inore or less normal genito-anal structures form on one 
side and rudimentary on the other, each arising from one individual. 

ies Bee. 


The American Journal of Physiology. 


Vol. Ixxvii, No. 1, June, 1926. 

The uterine contracting power of the spinal fluid after the administration 
of extracts from the sex glands and other organs. N. F. Blau and Kk. G. 
Hancher. 

On some anatomical changes which follow removal of the pineal body 
from both sexes of the immature albino rat. Y. Izawa. 

*The value of egg yolk in supplementing diets deficient in calcium. E. Tso. 

Vol. Ixxvii, No. 3, August, 1926. 

Increased efhcacy of subcutaneous when compared with intraperitoneal 

administration of the ovarian hormone. H. M. Evans and G. O. Burr. 

The family resemblance of female rats with respect to (1) The ages of 
first oestrus; (2) The bodyweights. C. P. Stone. 
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Vol. Ixxviii, No. 2, October, 1926. 
Studies in the oestrus cycle in the rat. III. The effect of low environ- 
mental temperatures. M. O. Lee. 
Vol. Lxxviii, No. 3, November, 1926. 
The female sex cycle as a factor in learning in the rat. J. Ball. 
Vol. xxix, No. 1, December, 1926. 
Early growth rates of chickens with special reference to ultra-violet light. 
H. D. Goodall. 
The cflects of injecting anterior hypophysial fluid in the course of 
gestation in the rat. H. M. Teel. 
The effects of injecting anterior hypophyseal fluid in the production of 
placentomata in rats. H. M. Teel. 
The effect of luxus consumption of meat upon the voluntary activity and 
growth of the albino rat. F. A. Hitchcock. 
*The effect of meat feeding on nursing mother rats and the rate of growth 
of their litters. F, A. Hitchcock. 


The value of egg yolk in supplementing diets deficient in calcium, 

Tso finds that whereas milk in relatively large quantities is the most 
readily available sourse of calcium for human nutrition, egg yolk in small 
amounts furnishes a vitamin-like substance which enables the body to mobi- 
lize and utilize economically the apparently limited supply of calcium in the 
diet. He points out that egg yolk is therefore invaluable in supplementing 
Chinese diets, particularly diets of young children in which milk or milk 
products take little or no part. 


The effect of meat feeding on nursing mother rats and the rate of growth of their 
litters, 

Hitchcock found that female rats which were nursing litters weighed 
more and raised larger and healthier litters when they were fed on meat 
in addition to an adequate balanced ration. The rate of growth of the 
newborn rats was faster when their mothers received meat. 


Pe: Ee: 


La Gynécologie. 


Septenider 1926. 
Chorion-epithelioma with pre-existing utcrine lesions: spontaneous 
pertoration of uterus, panhysterectomy, early recurrence in vagina, 
and death. G. Durante and H. Roulland. 


October 1926. 
*On gynecological troubles of obscure origin. P. Petit-Dutaillis. 
*General remarks on Dougilasitis. R: Condamin. ' 

November 1926. 
The indications for conservative operations in the surgery of the 

appendages. M. Violet. 

A corset for pregnancy. Charnaux. 

December 1926. 
*Gonorrhceal cervicitis. A. Siredey. 
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January 1927. 
*Cancer and pregnancy. M. Reeb. 
February 1927. 
*Critical study on the methods of estimating the activity of ovarian 
hormones. F, Uhlmann. 


On gynecological troubles of obscure origin. 

Petit-Dutaillis believes that there can be no disturbance of function 
without some organic change, which, however, may not be discoverable 
by our methods of examination. He suggests that a dystrophy of the 
organ concerned, or of some organ related to it, prepares the way for 
an acute crises determined by some transient exciting cause, and the 
most important of these is menstruation. 

Dysmenorrhcea may be due to organic disease, including an extension by 
continuity from the appendix or colon, or it ay be “crypto-lesional.” It is 
essentially a paintul spasm of the uterine musculature, especially of those 
fibres surrounding the external os. Treatment should be directed to 
removal of any underlying cause, and to the administration of anti- 
spasmodics. If these fail, Petit-Dutaillis strongly recommends his 
bilateral cuneiform excision of the cervix. 

An interesting comparison is made with painful spasms of the vulval 
muscles (vaginismus), anal sphincters (fissura ani) and sphincter of the 
bladder. 


General remarks on Douglasitis. 

Condamin states that this condition was first described by him in 
1896. He points out that Douglas’s pouch is the lowest point in the 
peritoneal cavity, whether the patient is standing or lying; and, therefore, 
any inflammatory exudate trom the pelvic organs or even from more 
distant sources, will collect in it. Permanent changes are liable to occur 
in the peritoneum and sub-peritoneal tissues. The principal part of the 
hypogastric nerve-plexus lies in the region of the utero-sacral ligaments : 
its involvement in inflammatory and cicatricial changes may lead to 
dysinenorrhoea, dyspareunia, pain during micturition or defecation, and 
widespread neuralgias. 


Physical signs in this condition are: a fulness in Douglas’s pouch 
causing a shortening of the vagina; cicatricial bands felt and pain 
elicited by gently drawing forward the cervix. 

The treatment consists in : (1) packing the vagina with tampons of 
antiseptic: glycerine; (2) digital massage; (3) pessaries to maintain the 
stretching of the posterior vaginal fornix. 


The indications for conservative operations in the surgery of the appendages. 

Conservative surgery is likely to advance, not so much at the expense 
of radical operations as by displacing medical measures in the treatment 
of the less severe cases. If chronically inflamed and damaged organs are left, 
they are points of low resistance for future infections; and are sources of 
intoxication which may affect the kidneys or vascular system. 

Violet discusses the appropriate treatment in a number of clinical types 
of disease of the appendages. Unsatisfactory results are apt to follow 
operations on neurotic patients, and on those with contracture of the utero- 
sacral ligaments, adenomyomata, hemorrhagic cysts of the ovary. 
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This subject was discussed at the French Congress of Surgery (October 
1926) and the reports show the opinions of French-speaking gynecologists 
on these questions. 


Gonorrheeal cervicitis. 

The acute and subacute types are fairly easily recognized. The chronic 
form is much commoner—the infection is often chronic from the beginning 
—and its recognition is difficult. There is one principal symptom ; leucor- 
rhoea. A white discharge of a thick glairy nature is suggestive of a gono- 
coccal infection, although it may be very difficult to find the cocci. On 
examination, a swelling of the middle part of the cervix is found, and the 
cervical canal is occupied by a glairy mass. Interrogation and examina- 
tion of the husband may be helpful. 

The only really efficacious treatment consists in cauterization with 
‘‘neofilhos’’ (composed of potash and lime). The alkaline caustic penetrates 
and destroys the infected cervical glands. It is applied to the cervical canal 
only on three or four occasions at intervals of ten days. Afterwards there is 
some risk of stenosis, which may necessitate dilatation. The treatment is 
contra-indicated in the presence of any acute inflammation. 

Diathermy is a very promising method of treatment, but its claims 
have not yet been established. 


Cancer and pregnancy. 

Reeb believes that cancer of the uterus complicated by pregnancy should 
be treated as follows :— 

A. DURING PREGNANCY, 

1. If the child is not viable and the cancer is operable, first apply 
radium and four weeks iater do a complete operation, without regard to 
the presence of the child. 

2. If the cancer is operable and the child is near to viability or already 
viable, treat with radium, and four weeks later deliver by Ceesarean section 
followed by the complete operation. 

3. If the cancer is inoperable, at any stage of pregnancy, apply radium 
(after scraping away fungating masses) and wait, if possible, till term; 
then deliver by Ceesarean section followed by subtotal hysterectomy. Re- 
application of radium by both abdominal and vaginal routes, and later 
removal of the cervix if the growth has retrogressed. 

B. DURING LABOUR. 

1. If the general condition is good, and the cancer easily operable : 
Cresarean section, complete operation, Mickulicz drainage. 

2. If the condition is poor, or if operability is doubtful, do Caesarean 
section followed by supravaginal amputation or Porro’s operation; apply 
radium at once or after a short interval. If after four weeks the growth 
has diminished and the cervix is mobile, remove the cervix by the vaginal 
route, with the help of a Schuchardt’s incision. 


Critical study of the methods of estimating the activity of ovarian hormones, 

Two methods are available: the older, which has given the most 
reliable results, is based on the enlargement of the uterus of experimental 
animals; while the more recent method of Allen and Doisy depends on 
the occurrence of the cestrus. It can be affirmed that the first method is 
indispensable, while the Allen-Doisy method is not absolutely conclusive 
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by itself. The best way is, therefore, to use the two methods simultaneously. 

UhImann claims that it is possible to isolate from the corpus luteum 
two substances ; the one a lipoid which determines the growth of the uterus, 
the other a water-soluble substance which determines the hyperemia and 
tumescence of the genitalia. 


A. Gough. 


Bruxelles Médical. 


November 14, 1926. 
*The etiology of extra-uterine pregnancy. P. Nisot. 
November 28, 1926. 
Radium treatment of cancer of the cervix. A. Weymeersch, A. Poulain 
and J. L. Wodon. 
December 5, 1926. 
*Research on the physiology cf the human amnion. H. Keiffer. 
December 12, 1926. 
*Magnesium sulphate injections in eclampsia. J. L. Wodon. 
December 19, 1920. 
Treatment of uterine displacements. Beckers. 
December 26, 1926. 
*The technique of internal podalic version. M. Cheval. 
January 9, 1927. 
Two Cesarean operations before the onset of labour. Van Cauwenberghe. 
January 23, 1927. 
*Obstetrical shock, hypotension and transfusion. O. Dauwe. 
Vesicular mole, complicated by eclampsia. M. Brouha. 
January 30, 1926. 
*Remarks on the later inconveniences of fundal hysterectomy. lL. Mayer. 
February 20, 1927. 
The treatment of complete prolapse in old women by the interposition ot 
the uterus. L. E. Phaneuf. 
The maternal placenta in mammals. P. Gérard. 
February 27, 1927. 
*Medical examination before marriage. A. Govaerts. 
Puerperal septiceemia due to B. coli. D. Vincent and Van Geem. 
March 6, 1927. 
*Suppurating myomata. P. Nisot. 
March 13, 1927. 
A case of rupture of the uterus during labour. Spics and Pastiels. 
Aypril 3, 1927. 
*The hormonal factors of uterine contractility. L. Brouha and H.Simonnet. 


The etiology of extra-uterine pregnancy. 

After making allowance for improved diagnosis, Nisot believes that 
ectopic pregnancy has become more common. He points out that any 
interference capable of causing uterine contractions may close the inter 
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stitial part of the Fallopian tube; and that any manceuvre causing 
congestion of the pelvic organs may either obstruct the lumen, or may 
favour the premature nidation of the ovum. He suggests that these 
results often follow attempts by the patient to induce an early abortion, 
and that injudicious medical treatment of the cervix and uterine cavity 
may also be responsible. 


Research on the physiology of the human amnion. 

According to Keifter, the amnion secretes lipoid substances which 
agglutinate the desquamated epithelial cells of the fcetus, thus forming 
the vernix caseosa. He believes that this is absorbed by the foetal skin 
both betore birth and after birth (if allowed), and that it has anti- 
hemolytic properties of considerable value. He advocates that all new- 
born intants should be carefully protected from chill by being wrapped 
up in cotton-wool and placed near some source of heat, and that they 
should be washed only at the end of eight or ten hours. In this way, he has 
been able to prevent almost completely the occurrence of haemolytic 
icterus neonatorum. 


Magnesium sulphate injections in eclampsia, 

In controlling the convulsions by large doses of morphine, chloral 
and chloroform, there is risk of serious damage to the liver and kidneys. 
It is claimed that a similar sedative effect is obtained by injections of 
magnesium sulphate. This is given intravenously or intra-muscularly 
in doses of 3.5 or 4 grammes: if necessary this may be repeated in an 
hour. As much as 25 grammes have been given in the course of 12 hours, 
but it is wise to be prepared to inject calcium chloride if respiratory 
troubles occur. In explaining the action of magnesium sulphate, it is 
supposed that magnesium replaces calcium ions, which circulate in 
increased amounts and reduce the excitability of the nervous system. 
The injection of calcium salts has not such a good effect, for the calcium 
is soon fixed by the tissues. 


The technique of internal podalic version. 

The operation should be performed under an anesthetic, plenty of 
time being devoted to manual dilatation of the vulva and vagina. The 
cervix must be dilated to the maximum, to prevent the possibility of 
lacerations. The arms should be arranged in front of the chest. It is 
best to bring down both legs together if possible. In delivering the 
head, if there is too much tension on the perineum, as is usually the case 
in primigravidee, there should be no hesitation in doing episiotomy. 
Obstetrical shock, hypotension and transfusion, 

Shock is liable to follow precipitate labour, accouchement foreé, and 
rupture of the uterus. It is aggravated by low blood-pressure, the result 
of chronic disease or loss of blood. On the other hand, in eclampsia, the 
high blood-pressure tends to prevent shock. 

A case of placenta praevia is described. The os would adinit only one 
finger, but accouchement foreé was performed. The placenta was removed 
manually. Two hours later grave shock was noted. The intravenous 
injection of a litre of saline with adrenalin, digitalin and morphine, were 
ineffective. Transfusion of 300 cc. of blood effected an immediate 
improvement and the patient was almost at once out of danger. 
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Remarks on the later inconveniences of fundal hysterectomy, 

Mayer has performed this operation twenty times, but the results 
were entirely satisfactory in only one-third of the cases. Later compli- 
cations included menorrhagia, leucorrhcea, dysmenorrhea and _ persistent 
pain. Adhesions or fresh attacks of inflammation required further 
operations. 


Medical examination before marriage. 

A bill has been introduced in the Chamber of Deputies of the Grand 
Duchy of Luxembourg, in order to insist on a medical examination of the 
two partics not more than three days before marriage. It is believed 
that in most cases this will prevent the marriage of those suffering from 
any contagious or hereditary disease. 


Suppurating myemata. 

Two cases are described. Both were treated by abdominal hysterectomy, 
and one proved fatal. Nisot advises operation by the vaginal route 
whenever possible. 


The hormonal factors of uterine contractability. 


The authors show that the liquor folliculi influences the nutrition and 
functional activity of the uterine muscle. These actions are probably due 
to two separate hormones. 

A. GouGH. 


Archiv fir Gynadkologie. 


January 31st, 1927. 

To what extent is the endometrium cast off during menstruation? P. 
Bohnen. 

The colloidal chemistry of the lower uterine segment... K. Lundwall. 

*Pseudoluxation of the knee joint and posterior luxation of the foot at the 
ankle joint as birth injuries of the newborn. A. Szenes. 

Gonorrheea and the puerperium. 1. Bodnar. 

The ovaries in myoma. 1. Kraul. 

Intermediate metabolism during pregnancy. 1. Fat intake and the acetone 
bodies. O. Bokelmann and A. Bock. 

Menstruation in pregnancy in kyphotic and scoliotic subjects. I. Klaften. 

*Foetal mortality and the use of forceps. O. Pritzi. 

Experimental researches concerning the capacity of the intervillous space 
in the human placenta. P. Jonen. 

The causes of spontaneous rupture of the umbilical cord. 1. Scheres- 
chewsky. 

Clinical symptoms and pathology of chocolate cysts of the ovary. 
O. Brakemann. 

Malignant chorion epithelioma of the Fallopian tube after extrauterine 
pregnancy. P. Klein. 

Two rare placental conditions : cheriofibroma, and holoacardius amorphus. 
W. Nitschmann. 


The significance of hydrogen exponents for the physician and especially 
the gyirecologist. H. Sellheim. 
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Syphilis of the foetus and placenta. G. Raschhofer. 

The frequency of uniovular twins, H. Orel. 

The lactic acid content of the blood during pregnancy and parturition. 
O. Bokelmann. 

*Ovarian hamorrhages. J. Berecz. 

The influence of ovarian function on the basal metabolism of the female 
in normal and pathological conditions. A. Heyn. 

Pseudopernicious anzemias of pregnancy. P. Esch. 

Lactic acid in the blood in pregnancy toxicoses (gestoses). O. Bokelmann. 

Comparative studies concerning the biology of the vagina. W. Bremicker. 

The biology and chemistry of the vagina during pregnancy. R. Kessler 
and E. Uhr. 

The vaginal biology in the newborn, sucklings and young female children. 
R. Kessler and H. D. Rohrs. 

Mesodermal mixed tumours of the uterus. A. Gamper. 

The further fate of eclamptic patients. H. Nevermann. 

3iochemical and bacteriological studies of the vaginal secretion in con 
nection with menstruation. R. Demme and U. Baltzer. 

sacteriological and biological studies of the vaginal flora in connection 
with the self-cleansing properties of the vagina. R. Demme. 

*The origin of post-operative and puerperal thromboses and emboli : 
a clinical contribution. P. Schumacher. 

*Theory and practice in the question of post-operative (and puerperal) 
thromboses and emboli. R. T. von Jaschke. 

Experiences with interferometric observations in endocrine dysfunctions. 
kK. Hellmuth. 

The origin of pregnancy acidosis and its significance in physiological and 
pathological pregnancy metabolism. O. Bokelmann. 

Karly X-ray diagnosis of pregnancy. M. Leiser. 

Two clinical pictures in eclampsia and their relation with pregnancy 
vagotonia. N. Louros. 

Experimental studies concerning «etiology of eclampsia. N. Louros and 
Schmechel. 


Pseudoluxation of the knee joint and posterior luxation of the foot at the ankle 

joint as birth injuries of the newborn, 

Prophylactic pulling down of a foot was done in the first labour of 
a woman aged 38, but as the thigh was rotated internally the knee became 
bent outwards. For some time after birth the knee was susceptible of 
rotation outwards to an angle of go degrees, and the position of rest was 
with the hip flexed and the knee bent outwards. Preternatural mobility 
was absent after four days and the knee joint appeared normal at the 
tenth day and also after one year. Three similar cases only have been 
traced in the literature: all four were breech presentations, and in two 
the limbs were born spontaneously. In the writer’s case an antero-posterior 
radiogram made with extended thigh showed no morbid change; but by 
experiments on dead new-born children he found that outward knee flexion 
produced a displacement of the lower femoral epiphysis and loosening of the 
upper tibial epiphysis these were demonstrable by dissection but not by 
X-rays. It is concluded that probably similar sub-periosteal changes were 
present in the case reported. In a second case a primipara aged 22 had a 
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breech presentation with prolapse of the cord : the foot was pulled down and 
showed a haematoma near the external malleolus with posterior dislocation 
of the foot at the ankle. Probably the anatomical lesions present were 
loosening and displacement of both tibial and fibular epiphyseal cartilages 
at the ankle joint and tearing of the internal lateral (deltoid and talotibial) 
ligament, lesions which Szenes has produced experimentally in new- 
born cadavers, the rcentgenographic findings resembling those of the 
case in question. 


Foetal mortality and the use of forceps. 

An analysis of about 15,000 births at the Il-Universitits-Frauenklinik 
in Vienna from 1913 to 1918, and of a similar number from 1919 to 1924, 
with special reference to the use of forceps and the concomitant foetal 
mortality. During the earlier period, forceps delivery was done in 2.1 per 
cent. of vertex presentations, during the later, in 4.1 per cent., the increase 
coinciding roughly with the introduction of Kielland’s instrument with its 
more frequent applicability. In the latter quinquennium versions and 
perforations diminished, but Caesarean sections increased owing to the 
extended scope of the transperitoneal low operation. The foetal mortality 
of forceps operations was identical during the two periods—2.2 per cent., 
corrected. From examination of the statistics of the two groups, it appears 
that the indications for forceps application which have become operative 
to an increasing extent of late years are chiefly foetal distress, distension 
or threatened rupture of the uterus, and eclampsia with its post-war 
increase. The percentage frequency of forceps delivery in twelve German 
and Austrian clinics is quoted as varying from 0.8 to §.3, whence the 
conclusion is drawn that in some centres too conservative, and in others 
too venturesome an attitude with regard to the intervention has been 
adopted : nevertheless foetal mortality is of very similar dimensions in the 
various places. Forceps delivery is regarded as much more often justi- 
fiable in institutional than in private practice. 


Ovarian hemorrhages. 

Of 1,058 ovaries extirpated during six and a half years at the I] Frauen- 
klinik in the Peter-Universitat in Budapest, 108, i.e., ten per cent., showed 
heemorrhages, intra-ovarian or extra-ovarian. In 96 instances the ovarian 
bleeding was an accidental finding; in the remaining 12 the bleeding 
was responsible for the intervention. The ages of the patients were 
in 31 cases from 18 to 30, in 48 cases from 31 to 4o, and in 29 cases from 
41 to 49. Myomata, ovarian tumours and uterine retroposition were the 
most common accompanying conditions. Of the 108 cases, there were 13 of 
follicular hemorrhage, 33 of haemorrhage into follicular cysts, 25 of bleeding 
in a corpus luteum, 29 of bleeding into a corpus Iuteum cyst and 8 of 
interstitial bleeding. Hzemorrhages into twisted ovarian cysts are not 
included in the scope of this paper. Sudden death may follow ovarian 
bleeding, and acute rapidly lethal symptoms may be due to infection of 
an ovarian hemorrhage. Clinically, important ovarian haemorrhages mimic 
a neoplasm, or more commonly extrauterine pregnancy. To exclude the 


latter it is necessary in the case of extra-ovarian haemorrhage to examine 
microscopically the blood clots for fcetal elements, and in the case of 
intraovarian hemorrhage to make a similar examination of serial sections 
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of the ovaries. Perecz agrees with Schauta that when during a gynzco- 
logical or other operation examination of the surface of the ovary shows 
a follicle about to burst, or projection of a corpus luteum, it should be 
removed : otherwise post-operative bleeding from the cyst or corpus luteum 
may lead to serious or even. lethal consequences. 


The origin of post-operative and puerperal thromboses and emboli: a clinical 
contribution, 

A minute analysis of 1649 laparotomies, 2123 vaginal operations, 398 
combined vaginal and abdominal operations, and over 2615 puerperia. 
These gave rise to six cases of thrombosis in varices, five of superficial 
femoral thrombosis and 19 of deep femoral thrombosis, as well as 14 cases 
of embolus diagnosed clinically, and eight cases of embolus with post- 
mortem verification. Factors favouring the occurrence of thromboses and 
emboli were (1) diminished rate of blood flow; (2) adiposity ; (3) increasing 
age and (4) prolonged recumbency in bed. Puerperal deep femoral and pelvic 
thromboses and puerperal emboli were encountered in four cases out of 
five in women whose stay in bed was prolonged on account of perineal 
tear or of puerperal infection. Three out of four post-operative emboli 
occurred in women who had been kept in bed until the eighth day. Venous 
thromboses were of not greatly different incidence after abdominal and 
major vaginal operations, but emboli were comparatively frequent after 
vaginal operations, very noticeably after vesico-vaginal interposition. 
Manual removal of the placenta and tamponnage of the uterus appeared 
to favour puerperal thrombosis and embolus. Infection played an zetio- 
logical part in over 60 per cent. of post-operative and of puerperal deep 
femoral thromboses. Emboli were considerably more frequent after general 
than lumber anesthesia. Patients with pre-existing varices did not appear 
predisposed to post-operative or puerperal embolus, but showed a special 
liability to superficial femoral, and to a less extent to deep femoral throm- 
bosis. 


Theory and practice in the question of post-operative (and puerperal) thromboses 
and emboli. 

Several factors are concerned in the etiology of these conditions, but 
slowing of the vascular stream is invariably an antecedent. Indirectly, 
causative factors are injury to the vascular endothelium and_ infection. 
In prevention, the most important measure is the avoidance of vascular 
stasis (1) by getting the patient out of bed early e.g. on the first day 
where the age and general cardiovascular conditions permit ; (2) by preserib- 
ing active limb movements four times daily and breathing exercises several 
times hourly during the day and in the waking intervals at night, for 
patients who cannot get up early; (3) by careful attention to the state: of 
the heart—von Jaschke is still an advocate of preoperative “digitilisation.” 
Careful position and padding of the legs during operations in the high 
pelvic position, replacement of general anesthesia by local or lumbar when 
possible, exact haemostasis, and gentleness in handling blood vessels 
will also help to diminish the incidence of thromboses and emboli. Com- 
parative studies in large series of cases have convinced the writer that 
getting the patients up early will diminish thromboses by one half and 
emboli by two thirds. : 

W. FE. Crowther. 
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Monatsschrift fir Geburtshilfe und Gynakologie. 


Vol. Ixxv, No. 1-2, November, 1926. 

*Unsuccessful obstetric procedures. W. Stoeckel. 

Sterility and constitution. A. Meyer. 

*Diseases of the joints during the climacteric. W. His. 

*The familial occurrence of congenital malformations. O. Hildebrand. 

*Metrorrhagia from thrombopenia and its treatment. G. Klemperer. 

*Estimation of the value of preparations of the reproductive glands. 
C. Posner. 

*The present position of the lung tests. F. Strassmann. 

*Pertubation and salpingostomy in the treatment of sterility. H. Fuchs 

Hallux valgus. R. Miihsam. 

*Operations for prolapse and fixed retroflexions of the uterus.  G. Schu- 
bert. 

The value of X-rays of the bladder in the diagnosis of fistulee of the 
urinary tract. A. Lewin. 

Useful and useless abortifacients. G. Strassmann. 

*Primary carcinoma of the ureter. H. L. Posner. 

“Disturbance of the kidney produced by knotting of the ureter. J. Braude. 

*Experimental investigation of the question of knotting of the ureter. 
E. M. Schwarzmann. 

*Pyelitis of pregnancy. P. Meyer. 

Congenital cystic new growth of the right ovary. H. O. Meurmann. 

*On uterus pseudo-unicornis. M. Jung. 

*Naegele forceps for breech cases. G. E. Otto. 

*A case of combined maldevelopments. A. Stahl. 

*X-rays in myomata. G. Zimmer. 

*Tumbar anesthesia in Caesarean section. FE. Friedmann. 

*Causation of acardia. KE. Strassmann., 


Vol. Ixxv, No. 3, December, 1926. 

Causation and results of treatment of transverse — presentations. 
H. Kamnitser. 

*A consideration of post-partum hemorrhage. J. Brock. 

*Hypoplasia of the female genital tract due to deficient nutrition during 
development. H. Kiistner. 

The technique of vaginal incision. P. Braun. 

*Practical experiences of blood transfusion. E. Vogt. 

Congenital skin defects in the new-born with special reference to their 
etiology. F. Heinrichshauer. 


Vol. Ixxv, No. 4-5, January, 1927. 
*Pregnancy changes in the light of modern research and their relation 
to the toxcemias of pregnancy. I. Seitz. 
*Diabetes insipidus and pregnancy. E. Klaften. 


*Cause and treatment of occipito posterior presentations. H. 
Spasms in the genital canal during labour. K. Fink. 


Hoeler. 


*Dragging pain, a typical gynecological picture. H. Sellheim. 

*Salpingography after Alexander Adams’ 
J. Rosenblatt. 

On the treatment of prolapse. W. Benthin, 


operation for — sterility. 
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Commencing vesicular mole in missed abortion. J. Doerffel. 
Congenital syphilis and its significance in children. S. A. Gammeltoft. 


Vol. Ixxv, No. 6, February, 1927. 
*Estimation of amino-acids by Herzfeld’s methods in pregnancy and 
eclampsia. H. Runge and A. Juhl. 

*Toxeemias and disturbances of pregnancy in the light of modern research. 
L. Seitz. 

*Pregnancy and mitral stenosis. G. Zinsstag. 

The diagnosis and origin of a bilateral solid partly adenomatus tumour 
of the ovary (adenofibrosis). W. Lahm. 

The clinical picture of hydrops tube profluens. R. Joachimovits. 

*Increase of obstetric complications of late years. H. Kiistner. 


Unsuccessful obstetric procedures, 

Stoeckel in dealing with hospital and private cases, divided bad results 
into those in which the method was rightly chosen but poorly carried 
out, and those for which faulty diagnosis and treatment were responsible. 
The latter principally consisted of high forceps extractions, repeatedly and 
dangerously carried out. 


Diseases of the joints during the climacteric. 

His refers to the various types of arthritis, and in particular to the 
form which so commonly occurs at the climacteric affecting either the 
small joints or the knee joints. He brings out the points which suggest 
an endocrine origin, and mentions the therapeutic value of weight 
reduction, continued movements and muscular massage. 


The familial occurrence of congenital malformations, 

Hildebrand, after mentioning hare-lip and cleft palate, deals with an 
interesting case of torticollis occurring in the two children, by a second 
marriage, of a man who showed the same condition, but who had previously 
had ten healthy children by his first wife. 


Metrorrhagia from thrombopenia and its treatment. 

Klemperer reports several cases of metorrhagia, which depended on 
deficiency of platelets, and which were greatly improved by splenectomy, 
or by X-ray applications to the spleen or the flat bones. 


Estimation of the value of preparations of the reproductive glands. 

Posner shows that modern preparations contain moderately intact glan- 
dular elements, and are therefore probably of more use than the broken 
down products in earlier use. 


The present position of the lung tests. 

Strassmann describes three cases, in which a pregnant woman died 
more or less suddenly with unruptured membranes. The foetal lungs 
were found expanded and full of liquor amnii, with some vernix, meconium, 
lanugo ete. He therefore concludes that asphyxia can cause the child 
to breathe in utero, 
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Pertubation and salpingostomy in the treatment of sterility. 

In nine per cent. of cases Fuchs obtained pregnancy after pertubation, 
and he attributes this success to the breaking down of fine adhesions in 
the Fallopian tubes, to hyperzemia and to increased peristalsis. He 
recommends the use of pertubation after salpingostomy, and attributes the 
poor results of the latter chiefly to the etiology of the closed Fallopian tubes. 


Operations for prolapse and fixed retroflexions of the: uterus, 

Schubert used strips of bovine pericardium to sling up the uterus 
to the anterior abdominal wall in the line of the round ligaments, an] 
found the method very satisfactory. He had previously made numerous 
animal experiments in the healing in position of strips of fascia and tendon. 


Primary carcinoma of the ureter. 

Posner describes a case in a woman of 66, who stood the two stage 
operation of nephrectomy and removal of the ureter well. He believes 
this to be the best line of treatment, alternatives being resection and 
resuture, or implantation of the upper end of the bladder. 


Disturbance of the kidney produced by knotting of the ureter, 

Braude discusses cases where the ureter has to be divided for malignant 
infiltration, and where either the ends cannot be brought into apposition, 
or the patient’s condition necessitates speed. He recommends knotting 
the ureter twice, as high as possible, as the safest method of 
throwing the kidney out of action; this is of course available only where 
the urinary tract is free from infection. Ligatures on the ureter are apt to 
cut out and cause fistulee. 


Experimental investigation of the question of knotting the ureter. 

Schwarzmann, working with dogs, found that two knots slipped 
together and caused obliteration. Mere twisting did not persist. Hydro- 
nephrosis, not atrophy, was primarily produced in all cases. 


Pyelitis of pregnancy. 

Points in Meyer’s survey of this subject are the importance of consti- 
pation with injury to the intestinal mucous membrane, and of urinary 
stasis in the causation, and treatment by ureteric catherisation and lavage 
where purely medicinal and dietetic treatment has failed. He also refers 
to the good results reported of producing concentrated highly acid urine. 


On uterus pseudo-unicornis. 

This case might have been described as one of uterus bicornis sinistri 
latere rudimentarius, and showed an associated defect in the left kidney 
and ureter. No symptoms were produced, and the maldevelopment was 
only found at operation for chronic adhesive perimetritis following child- 
birth. 


Naegele forceps for breech cases. 

In cases in which no progress is made and indications exist for the 
termination of labour, Otto has had very good results with Naegele’s forceps, 
applied to. the breech. 


R 
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A case of combined maldevelopments. 

Stahl describes a case which shows two types of deformity, a diaphrag- 
matic hernia and bicornuate uterus due to a check in development, and 
micro-gnathion and syndactyly suggesting secondary deformity. 


X-rays in myomata., 

The use of X-rays for myomata is, according to Zimmer, limited by the 
presence of pregnancy, degenerative changes, or disease of the adnexa, 
and in young patients the probable occurrence of sterility and menopausal 
symptoms, In other cases the results are good. 


Lumbar anesthesia in Cesarean section. 

Friedmann obtained such good results that he considers spinal 
anesthesia not only entirely satisfactory, but the method of choice in 
Ceesarean section. 


Causation of arcardia. 

After a detailed description of his case Strassmann concludes that 
(1) acardia depends on abnormal development of the placenta, where one 
twin derives most of its blood from the umbilical vessels of the other, 
(2) the reversal of the blood stream in the acardiac foetus explains all 
defects occurring with the absence of the heart, the various organs being 
developed only to a degree proportionate with their blood supply, and 
(3) the bad arterial supply and the deoxygenation of the blood is not the 
chief cause of the defects, and the cedema, which rather depend on the 
highly deficient venous return. The early development and activity of 
the kidneys show an attempt on the part of the body to remedy matters. 


A consideration of post-partum hemorrhage. 

Brock points out the value of applying a T-bandage in the third 
stage, above the contracted uterus, which is thereby prevented from 
rising up in the abdomen, filling up and bleeding. 


Hypoplasia of the female genital tract due to deficient nutrition during development. 

Kiistner believes the lack of sufficient food during the war and possibly 
the fat and vitamine deficiency to be the cause of the increased number 
of young women with hypoplastic genital tracts. 


Practical experiences of blood transfuson. 

Post-partum anzemia is the chief indication for transfusion in midwifery, 
and profound secondary anzemia from haemorrhage in gynecology. Good 
results have been obtained by Vogt in these cases and in juvenile menorr- 
hagia, and puerperal sepsis with anemia. 


Pregnancy changes in the light of modern research and their relation to the 
toxemias of pregnancy. 

Seitz recapitulates the numerous metabolic and other changes in preg- 
nancy, which completely alter the biological reactions of the body. He 
points out that it is not surprising a breakdown should occur in these 
reactions, which effect the autonomic nervous and endocrine systems, and 
the H-ion concentration and the colloidal state of the blood ; this breakdown 
gives rise to the toxzemias, which are to be considered in a further article. 



























Review of Current Literature 443 






Diabetes insipidus and pregnancy. 

Klaften describes two types, one arising during pregnancy and clearing 
after delivery, and one arising or exaggerated during pregnancy and 
persisting. He believes the condition to depend on weakened powers of 
concentration of salt by the kidney, necessitating ingestion of much water 
to eliminate the necessary amount of salt; other factors are hormonic 
changes or possibly the increased assimilation of salt. Pituitrin, salt 
free diet and novasurol have produced temporary improvement. Sporadic 
cases are liable to abort. 






Cause and treatment of occipito posterior presentations, 

Hégler believes the degree of flexibility of the child’s cervical spine 
to be an important factor in the production of occipito-posterior presenta- 
tions, and that backward rotation may be the best and most normal method 
of delivery in some cases. He therefore teaches that the head should be 
allowed to rotate as it will, on manipulation, as a persistent occipito- 
posterior delivery is better than a forcibly produced anterior one. 






Dragging pain—a typical gynecological picture. 

Sellheim gives a clear description of the various dragging pains so 
often reported. He attributes them to increased mobility of the uterus, 
due either to its increased bulk, or to defects in the pelvic floor which 
allow some degree of descent to exert strain on the ligamentous supports of 
the uterus. The diagnosis is best made.on thorough rectal examination, 
which elicits tenderness over the affected-ligaments. The condition can be 
cured by a thorough reconstitution of the pelvic floor, even where no definite 
prolapse is present. 




















Salpingography after Alexander Adams’ operation for sterility. 

Rosenblatt has found kinked Fallopian tubes radiographically as a 
cause for continued sterility after three Alexander Adams’ operations, and 
suggests that the permeability of the Fallopian tubes should always be 
tested before and after operation. 






Estimation of amino-acids by Herzield’s methods in pregnancy and eclampsia. 

Runge and Juhl conclude that an amino-acid value of under 40 mem. 
per 100 cc. of blood definitely excludes eclampsia in the last three months 
of pregnancy. 






Toxemias and disturbances of pregnancy in the light of modern research, 

In this second article Seitz describes (1) the production of vomiting, 
perverted tastes for foods etc. by excessive changes in the vegetative 
nervous system; (2) the toxiemias causing damage to single organs or 
systems, ¢.g., skin, blood, liver, joints and nerves, and (3) the common 
type of toxeemia with cedema, kidney changes and eclampsia. He points 
out the prophylactic value of proper diet, low in protein and fat, of fresh 
fruit and vegetables and of calcium, and also of proper regulation of bodily 
activity. 












Pregnancy and mitral stenosis. 

Zinsstag reaches the following conclusions :—Mitral stenosis is a very 
serious complication of pregnancy, and death can occur without any signs 
of decompensation. Induction of abertion is justified, especially in a 
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multipara, and Ceesarean section under spinal anzesthesia is often indicated 
and should always be associated with sterilization. 


Increase of obstetric complications of late years. 

Kiistner, from a study of the effects of the war, concludes that deficient 
nutrition during development has produced a weakness in the uterus, 
leading to more frequent post-partum hzemorrhage, while lack of iood 
during pregnancy and in the time just preceding it in older women may 
cause weak contractions and atonic haemorrhages. 

Dorothy N. L. Leverkus. 


Miinchener Medizinische Wochenschrift. 


No. 40, October 1, 1926. 
Contributions to forensic midwifery. M. Hofimeier. 
Clinical experiences of puerperal gas bacillus infections. W. Lehmann. 
The treatment of recent lacerations of the cervix. W. Kemper. 
No. 41, October 8, 1926. 
Experiences of narcylene narcosis. F. Cardauns. 
Chronic peritonitis as a cause of distant symptoms, with critical remarks 
on the healing art. M. Albrecht. 
Gastrospasm as a source of error in the roentgenologic diagnosis of 
carcinoma. R. Dvorak. 
Afenil therapy in inflammatory diseases of the female genital organs. 
O. Silzer. 
An obstetric girdle. H. Caspary. 
No. 42, October 15, 1926. 
*The milk of luetic puerperal women. Hackemann. 
Remarks on organotherapy in gynecology. F. Binz. 
On the casuistry of the hernias of the umbilical cord. O. v. Schroeder. 
No. 43, October 22, 1926. 
*Mechanism of transportation of the ovum. A. Westman. 
No. 45, November 5, 1926. 
Intensive intravenous treatment of gonorrhceal adnexitis with calcium. 
J. Vonkennel. 
No. 46, November 12, 1926. 
A salvarsan-resistant strain of spirochaetes in a married pair. F. W. 
Kloeppel. 
No. 48, November 26, 1926. 
*Blunt injuries to the abdomen. A. Krecke. 
No. 49, December 3, 1926. 
*Stimulation therapy and gyneecological diseases. A. Theilhaber. 
*Phanoderin in disorders of sleep in the puerperium. O. Silzer. 
On drainage of the abdominal cavity. A. Krecke. 
No. 50, December 10, 1926. 
On clubfoot in a pair of binovular twins. G. Smilga. 
Plans for tlie prophylactic treatment of peritonitis; a contribution to the 
prophylaxis of infection and infectious diseases. R, Klotz, 
*Tleus and pregnancy. Szametz, 
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No. 51, December 17, 1926. 
*On a new serum for the treatment of puerperal sepsis. K. Warnekros, 
N. Louros and M. Becker. 
*Detoxication of scopolamine. H. Kreitmair. 
Scopolamine-Ephedrin. E. Guttmann. 
No. 52, December 24, 1926. 
Contributions to forensic midwifery. M. Hofmeier. 
No. 53, December 31, 1926. 
Contributions to forensic midwifery. M.. Hofmeier. 
No. 1, January 7, 1927. 
Results of colli-fixation of the uterus. R. Popken. 
Colloid chemical sediment diagnosis of discharges. A. Marchionini. 
The therapy of vaginal discharge. W. Schinitt.. 
The value of the vaginal secretion in the recognition of gonorrhoea and its 
cure. W. Leipold. 
No. 2, January 14, 1927. 
On the hormonal sterilization of female animals. L,. Haberlandt. 
Contributions to forensic midwifery. M. Hofmeier. 
An obstetric leg holder. J. Wieloch. 
No. 3, January 21, 1927. 
*Further experiences of mobility of the isthmus of the uterus during 
early pregnancy. W. Hole. 
*The hot air treatment of female gonorrhoea. H. Fieser. 
No. 4, January 28, 1927 
Remarks on the question of the high position during the puerperium. 
A. Kramer. 


The milk of luetic puerperal women, 

The Wassermann reaction may be positive during the first few days 
after labour, and this, according to Hackemann is to be attributed t» the 
presence of serum globulin in the colostrum. 


Mechanism of transportation of the ovum. 

Westman found by experiments on rabbits that the contractions of the 
Fallopian tubes increased during oestrus. These movements appear to be 
inhibited by the corpus luteum, whether produced by pregnancy or a 
sterile coitus. The ovary contributes to the transportation of the ovum 
by contractions localized in the ligamentum ovarii proprium, while the 
bursa ovarica fixes the ovum near the abdominal ostium of the Fallopian 
tube. 


Intensive intravenous treatment of gonorrhceal adnexitis with calcium. 

Vonkennel claims to have cured acute gonorrhceal adnexitis in two or 
three days by the daily administration from the onset, of two injections 
of 10 cc. each afenil (calcium chloride and urea). Otherwise one injection 
is given daily combined with local treatment by cold or heat. 


Blunt injuries to the abdomen. 
The only reliable symptom of injury to abdominal organs according to 
Krecke, is localized or general reflex rigidity of the abdominal muscles, 
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whilst the costal type of respiration without participation of the abdomen 
is of importance. Tenderness of the pouch of Douglas is also a valuable 
positive sign when present: its absence does not exclude injury. In 
doubtful cases examination should be repeated at short intervals, or an 
exploratory laparotomy may be performed. Four-fifths of the patients 
recover if treated surgically in the first few hours after receipt of the injury. 


Stimulation therapy and gynecological diseases. 

Theilhaber recommends stimulation therapy for the majority of gyna- 
ecological diseases, bringing about the stimulation by various physical 
and chemical methods, such as massage, diathermy, the injection of large 
doses of bacteria, tissue extracts and foreign proteins. 


Phanoderm in disorders of sleep in the puerperium. 

Silzer recommends phanoderm (cyclohexenylethyl barituric acid) as 
a hypnotic during the puerperium in all cases which are not due to painful 
stimuli. It is effective, free from by- and after-effects, and is non- 
cumulative. Observation of the child as well as chemical controls shows 
that it is not present in the milk. 


Ileus and pregnancy. 

Szametz reports a case of ileus in a II-gravida, at the seventh month of 
pregnancy. Laparotomy revealed a loop of strangulated small intestine, 
which was freed and replaced, the abdomen being then closed. The 
patient recovered and two months later was delivered of a healthy full- 
time child. 


A new serum for the treatment of puerperal sepsis. 

The authors have proved experimentally that the filtrate of a highly 
virulent strain of puerperal streptococci contains a specific toxin, and 
they have injected this filtrate into horses and produced a serum, which 
gives a specifiic flocculation reaction when mixed with the corresponding 
toxin. With this serum they have treated 200 cases of severe puerperal 
streptococcal infection without a death. 


Detoxication of scopolamine. 

Ephedrine hydrochloride was found by Kreitmair to be an antidote 
to scopolamine without inhibiting its narcotic power. It may therefore 
be given along with scopolamine so as to prevent poisoning in hyper- 
sensitive subjects. 


Further experiences of mobility of the isthmus of the uterus during early pregnancy. 

Gauss had shown that the softening of the uterine isthmus during 
the early weeks of pregnancy permitted undue mobility of the cervix on 
the corpus uteri and that this made a new sign of value in the diagnosis 
of early pregnancy, and complementary to Hegar’s sign which is due to 
the same physical condition. Hole has investigated this sign in Gauss’ 
clinic and finds that it is usually present at the junction of the first and 
second months, having been found positive twice in the fourth, and eight 
times in the fifth week after the last menstrual period The sign becomes 
negative from the sixth to the twelfth day after abortion unless retained 
products are present. It is of less value in tubal gestation having been 
found positive in eight, negative in eight, and doubtful in three out of 
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nineteen cases. In 94 per cent. of 472 cases of intra-uterine pregnancy 
Gauss’ and Hegar’s signs were both present together. In 364 non-pregnant 
controls the new sign was present in 2.7 per cent. Hole considers it a 
valuable addition to our methods of diagnosing early pregnancy. 


The hot air treatment of female gonorrhea. 

Fieser treats all cases of gonorrhcea in the female, whether acute, 
sub-acute or chronic, with hot air together with the intramuscular injection 
of Gono-Yatren which prevents complications and makes the gonococci 
more accessible to local treatment. After a few weeks the cervical mucous 
becomes not only free from gonococci but completely sterile, even after the 
use of Gono-Yatren as a provocative. 


Zentralblatt fiir Gyndkologie. 


No. 36, September 4, 1926. 

On serodiagnosis in gynecology with special reference to Slotta’s work : 
“Is the prediction of sex according to Luttge, von Mertz and Sellheim 
possible? (Zentr. f. Gyndk., 1926, No.25). Luttge and von Mertz. 

Results with Liittge and von Mertz’s reaction. H. Kamniker 

Afenil and tetania gravidarum. M. Kappes. 

Oliguria and hyperhidrosis in pregnancies. N. Louros. 

*The treatment of post-partum hemorrhage. KE. Kok . 

*Demarcation injuries in the child’s skull from the os uteri. E. Poeck. 

Treatment of the puerperium atter cervical Cesarean section. P. 

Klumper. 

*Eclampsia in the late puerperium. F. Iranyi. 

Tolerance of the gravid uterus in artificial abortion in double pregnancy 
in uterus duplex. P. Garfunkel. 


No. 37, September 11, 1926. 
Cessation of ovarian function after Réntgen ray castration. R. Cozdua. 
Lactic acid estimation in the blood during gestation. H. Kienlin. 
Recurrent multiple fibromata free in the peritoneal cavity. M. Sichel. 
Lesion of the sacro-iliac joint in the puerperium. A. v. Fekete. 
A signal clock for the obstetrician. S. v. Wachenfeldt. 
Addendum to iny essay in Zentr. f. Gyndk., 1926, No. 10. “On the danger 
of the employment of lobelin in the new-born.” H. Hellandall. 
My rolling method for the avoidance of compression in the prolapsed 
cord. J. M. Rinz-Contreras. 
Pregnancy after tubal implantation in the uterus. A. Mandelstamm. 
No. 38, September 18, 1926. 
The influence of gestational changes in tuberculosis of the lungs and 
their importance in therapy. ©. Pankow. 
The question of the treatment of inflammatory diseases of the adnexa 
with Réntgen rays. LL. Schoenholz. 
Rodent ulcer of the portio (esthioméne). I. Schoenholz. 
On the question of the prophylactic intravenous injection of hypophysis 
extract in the puerperium. F. Jess. 
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The recognition of. lues intra-partum and its clinical and _ public 
importance. W. Baer. 

The application of narcylene in obstetrics. H. Franken. 

A contribution to the influence of narcylene narcosis on blood pressure 
and on the nervous system. H. Franken, H. Réllert and O. Eichler. 

No. 39, 25th September, 1926. 

The technique of Wertheim’s operation for cancer. R. Asch. 

The prognosis of cervical carcinoma from diagnostic excision. B. Liegner. 

*Borderline forms of ‘‘interrenalism.’’ E. Mathias. 

Experiences with the procteurynter. P. Klein. 

Post-operative acetonuria. B. Waller. 

On the induction of labour by sheep’s bladder filled with glycerine. 
F. A. Schetizek. 


On Ceesarean section in the absence of pains. B. Langen. 
Difficulties in lactation. K. Stolte. 
Gynecological phenomena in corpulence. E. Tuszkai. 


No. 40, 2nd October, 1926. 

The anatomy and developmental history of isolated and partial mal- 
formations of the oviducts. L. Kraul. 

On the Dick reaction and its application to obstetrics and gynecology. 
H. Kleesattel. 

The physiology of the rabbit’s Fallopian tube. J. Bondi. 

The ninhydrin flocculation reaction according to Vogel as a_ reaction 
for pregnancy. K. v. Oettingen. 

*Dactyloscopy and the question of paternity. R. Scheffer. 

Foreign bodies in the peritoneal cavity. L. Schimidt. 

A comparative review of the ditterent methods of treating cancer of 
the uterus. T. N. Iljin. 

A new vaginal speculum. S$. v. Wachenfeldt. 

No. 41, October 9g, 1926. 

‘The blood-sugar curve in pregnant women with pancreatic diabetes. 
ky. Holzbach. 

Prophylactive stimulation therapy and operative mortality. R. Scheffer. 

*Two year’s active treatment of abortion. E. Koltloss. 

*Disturbance of the frequency of the foetal heart tones in delayed rupture 
of the membranes, J. Bondi. 

Hiemorrhagic diathesis in pregnancy. W. Liebe. 

Laparotomy through a graded transverse incision. T. H. van de Velde. 

Experiences with pituigan. O. Steim. 

On the ovarian origin of hypoplasia of the uterine mucosa. A. Babes. 

No. 42, October 16, 1926. 

Obituary notice of Erich Opitz. v.Jaschke. 

On tissue cuture . A. Meyer and K. Heim. 

The technique of suture of the ruptured cervix and of tamponade of the 
uterus. A. Mueller. 

On the morphology and biology of menstrual changes in the uterine 
mucosa. W. Lahm. 

Clinical and histological particulars of two cases of osteomalacia. M. 
Floris. 

On sinus thrombosis in the puerperium. G. Lunz. 
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Réntgen ray treatment of gonorrhceal bartholinitis. H. Sieber. 

An extraordinary case of atresia and misplacement of the entire internal 
and external ‘organs in the uro-genital region. D. Pulvermacher. 
Clinical and experimental trials of pituosona, a new hypophysis 

preparation. R. Briihl. 
On the methods and technique of anesthesia in the treatment of abortion 
and other vaginal manipulations. A. Arndt. 


No. 43, October 23, 1926. 

On the question of sterilization for long-standing pernicious-like anaemia 
of pregnancy and the transformation of an oligochromzemic blood 
picture into an oligocytheemic one. P. Esch. 

Is there a connection between the sugar of the cerebro-spinal fluid and 
the menstrual cycle? K. Hellmuth. 

Paratyphus-B bacilli in an ovarian abscess. R. Cordua and E. A. Keck. 

A case of tubercular hidradenoma of the vulva. W. Hoeck. 

*Disturbances of labour from Bandl’s ring, H. M. Schmid. 

A case of hyperhidrosis gravidarum. R. Pohl. 

Two unusual tumours of the external genitals. G. Gutter. 

Spontaneous separation of the symphysis during birth. F. Eisenberger. 

Pantopon-somnifen-ether narcosis. W. Schaffler. 


No. 44, October 30, 1926. 
Obituary notice of Karl Franz. W. Stoeckel. 
The serological alcohol reaction of Iuttge and v. Mertz. E. Pribram. 
Substitution of the liquor amnii alter premature rupture of the mem- 
branes. Wieloch. 
Laceration of a coceygeal teratoma during birth. ‘T. Dengler. 
Demonstration of a ruptured umbilical cord. F. A. Schettzek. 
On the question of ectopic decidua. E. O. Schoch. 
*A protest against ambulatory curettage of the uterus. C. Flechten- 
macher. 
Ureteral forceps. O. P. Mansfeld. 
Physical observations on Landeker’s ultra-violet treatment. A. Landeker. 


No. 45, November 6, 1926. 
On a separate consideration of the lungs in pregnant women. F. Schultze- 
Rhonhof. 

*Researches on the functional condition of the reticulo-endothelial cell 
system during pregnancy and the puerperium. K. Lundwall. 

*The number of thrombocytes in relation to menstruation. G. Hirsch and 
E. Hartmann. 

Climacterium and blood pressure. H. Lehfeldt. 

*Local eosinophilia in carcinoma. E. O. Schoch. 

On the question of ovarian substitution therapy per os. (Experiences 
with ovarian hormone). P. Cattier and O. Kunhardt. 

Experiences with the decapitation finger hood. K. Blond. 


No. 46, November 12, 1926. 
The proot of maternal and congenital lues. E. Kiene and A. Mahnert. 
The degree of cleanliness of the pregnant woman and its importance fot 
the puerperium. P. Wirz. 


On the ninhydrin flocculation test of pregnancy. A. Hain. 
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A contribution to the pathogenesis of congenital hydrops from accessory 
lung. G. Nordmann. 
Primary tubal carcinoma. Kk. Heil. 
Estimation of the relation of the head to the pelvis in pregnancy and in 
the course of labour by external and internal manipulations, A. Ostrcil. 
The tacial expression of women with myomata—facies myomica. B. 
Herzteld. 
The evaluation of amenorrhoeic sufferings. R. Kéhler and T. Revesz. 
Expectant quinine therapy in septic abortion. R. Kessler. 
Is there a placental poison in Obata’s sense? K. v. Oettingen and B. 
Schwoerer. 
The statistics of abortion. H. Nevermann. 
Casuistic of pulmonary embolism in delivery by section. W. G. Dencher. 
Remarks on thirteen years observation of an inoperable cervical car- 
cinoma treated with radium radiation. F. Dantwitz. 
Why bent laminaria tents? W. Pteilsticker. 
*Contributions to the technique of Beuttner’s operation on the adnexa. 
O. P. Mansteld. 
Laceration of the umbilical cord during birth. A. Matusovszky. 
No. 48, November 27, 1926. 
Does decapitation exhaust the treatment of prolonged transverse 
presentations? (On the indications and methods of rachiotomy). 
O. Kiistner. 
On the width of the lumen of the interstitial portion of the oviduct in 
man. W. Zorn. 
Remarks on Kamniker’s work ‘Experiences with the Liittge v. Mertz. 
Reaction. Zentr. f. Gyn., 1926, No. 36. Liittge and v. Mertz. 
A last word on the prediction of sex according to Liittge and v. Mertz, 
(Zentr. f. Gyn., 1926, No. 36). K. N. Slotta. 
R6ntgenological diagnosis of myomata and other conditions. R. 
Joachimovits. 
A case of cervical pregnancy. M. Jolkin. 
On the secondary suture of perineal ruptures of the third degree in the 
puerperium. D. Pulvermacher. 
A case of atresia of the oesophagus and its communication with the 
trachea in the newborn child. B. Herzfeld. 


No. 49, December 4, 1926. 

Spindle-cell sarcoma of the female urethra. H. R. Schinidt. 

Double urethra. G. Kubig. 

Contribution to the theory of malformation. 

On the diagnosis of uretero-vaginal fistula. O. Brakemann. 

Two cases of kidney tumour, together with critical observations on the 
diagnosis, prognosis and therapy thereof. R. Bretschneider. 

A case of dystopia of the kidneys with high grade genital hypoplasia 
and tuberculosis. E. Kattermann. 


No. 50, December 11, 1926. 
The Bacillus pneumonic Friedlander as the cause of gynecological 
diseases. H. E. Schezer. 
Remarks on the contribution of Wiegel’s bodily exercises for women. 
(Zentr. f .Gyn., 1926, No. 28) K. Heim. 
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Solitary vaccine infection of the vulva in a non-inoculated child. R. 
Joachimovits. 

Angioma of the placenta. H. O. Neumann. 

On the rational treatment of post-partum hemorrhage caused by retained 

blood coagula. E. A. Koch. 

An absolutely certain method of haemostasis in vaginal and abdominal 
gynecological operations . V. Logothetopulos. 

The management of the puerperium. J. Werboff. 


No. 51, December 18, 1926. 
On the sacro-occipital position. H. O. Neumann. 
*On foetal diphtheria. M. Traugott. 
On rectal examination sub-partu. O. Fahlbusch. 
*Fatal haemorrhage from abortion. P. Schneider. 
On menstruation, weak pains, puerperal period and colour of hair and 
their relation to each other. H. Schlosser. 
Incapsuled askaris-rest with the appearance of a subserous myoma. 
Hendriock. 
On lactic acid estimation with the blood during pregnancy. A. Loeser. 
On the method of estimation of lactic acid in the blood calorimetrically. 
B. Mendel. 


No. 52, December 29, 1920. 
A new abortion forceps. P. Klaar. 
Remains on the publication of Alex. Mandelstamm, ‘‘Pregnancy after 
tubal implantation of the uterus’ in No. 37 of this Zeitschrift.. 
F. Heymann. 


The treatment of post-partum hemorrhage. 

Kok records a severe post-partum hemorrhage in a 4-para aged 32, 
which occurred three quarters of an hour after delivery of the placenta, and 
was only arrested by the removal of small blood coagula from the uterus. 
Piacental tissue was not found. During the past two years four similar 
cases have been encountered in 3,222 deliveries. 


Demarcation injuries on the child’s skull from the os uteri. 

Two cases of this condition are recorded by Poeck in the infants of 
primiparee, aged 28 and 26 years respectively. The infants were born spon- 
taneously atter prolonged labour. Each presented a swelling in the 
parietal region demarcated by a circular grove. In one case the swelling 
subsided in six days, but in the other suppuration occurred in the region 
of the pressure ring and took ten days to heal. The cause of the injury 
in the first case was the external os, and in the second it was Miiller’s ring, 
which Poeck describes as a “middle os uteri.”? Obstructive rings in the 
cervix are most frequently encountered in elderly primigravidee. They 
are due to rigidity of the tissues rather than to spasm, although both 
conditions may be acting together. The administration of narcotics 
produces no effect on the primary rigidity, which must be broken down 
by labour, unless relieved by operative intervention which is often 
indicated. 
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Eclampsia in the late puerperium. 

Ivanyi records a case of eclampsia occurring on the fifteenth day of the 
puerperium. Recovery followed venesection. Eight other cases occurring 
more than fourteen days after labour are quoted. All recovered. 


Borderline forms of ‘‘interrenalism.”’ 

“Interrenalism’’ is the term suggested by Mathias for the virilism 
which results from the growth of hypernephromata or the increase of the 
number of cells in the cortex of the suprarenal gland. The effects of these 
conditions may be observed in certain pathological conditions and also in 
the growth of hair on the chin in older women and in the slight virilism 
of pregnancy as evidenced by changes in the facial appearance, and by 
increase of hair on the entire body. 


Dactyloscopy and the question of paternity. 

Bonneyie’s recent system of registration, by which it was hoped 
that a step forward had been made in the application of finger prints 
to the question ot paternity, is not, according to Scheffer, of practical 
utility. 


The blood-sugar curve in pregnant women with pancreatic diabetes. 

The death of the foetus at the thirty-sixth week in a diabetic woman, 
aged 29, was followed by a rise in blood-sugar from 120 to 140 mg. per 
100 cc. and the sugar in the urine increased to 44.8 gm. The patient became 
gravely ill, though coma did not develop. Insulin was not given. Next 
day a macerated dead infant of 4,250 gm. was born. The blood sugar 
was now 250 mg. per 100 cc. Insulin was given and the patient promptly 
responded. During the next two weeks hypersensitivity to insulin was 
shown and hypoglyceemia trequently developed. On her discharge the 
urine was sugar-free, but the blood-sugar was still more than 200 mgm. 
per 100 cc. if insulin was interrupted. Holzbach considers that during the 
later weeks of pregnancy the foetal pancreas secrets a hormone, which, 
along with the maternal pancreatic hormone, assists in carbohydrate 
metabolism and the protection of the mother in diabetes. He believes 
that the foetus in his case might have lived had not the intake of calories 
been suddenly and greatly raised in an attempt to combat the mother’s 
inanition. He recommends the employment of insulin in the attempt 
to keep the foetuses of diabetic mothers alive. 


Disturbance of the frequency of the foetal heart tones in delayed rupture of the 
membranes. 

In 500 labours during the last five years Bondi observed a drop in the 
foetal heart tones to less than one hundred per minute in five cases of 
delayed rupture of the membranes. In from one to three hours after their 
artificial rupture the heart tones again became normal, the children being 
born in good condition. In two cases instrumental delivery was 
necessary, one child being born dead and the other asphyxiated and 
restored with difficulty. In three cases the cord was coiled tightly round 
the foetus, in the other two no cause for the slowing of the heart could 
be found. 
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Two years’ active treatment of abortion. 


Comparing the results of active and expectant treatment of abortion 
and the methods of determining the virulence of the micro-organisms 
present, Koltloss maintains that no method exists for the determination 
of operative risks on bacteriological grounds and that statistics show 
equally good results from the two methods. He therefore prefers surgery as 
being more sparing of the patient’s strength. The low mortality in 
Holzbach’s clinic he attributes chiefly to the prophylactic stimulation 
therapy used in all unclean cases in this clinic. 


Disturbances of labour from Bandl’s ring. 


Schmidt records the case of a 2-para, aged 26, whose first pregnancy 
had been terminated by perforation of the living child. After death 
of the foetus during labour in the case of the second child, vaginal 
examination showed almost complete dilatation of the os, an intact 
amniotic sac, vertex presentation and pulseless loop of cord, which was 
found to be compressed between the breech and Bandl’s ring, two fingers 
breadth below the umbilicus. After rupture of the membranes, version 
and perforation, delivery was completed by delivery of the after-coming 
head. Slight contraction of the pelvis existed. In this case, Bandl’s 
ring was considered to be purely a contraction ring, retraction being 
absent as indicated by complete relaxation of the corpus uteri 
and lower uterine segment between the pains, the absence of tension in 
the round ligaments and of tenderness in the lower uterine segment, the 
ease with which version was performed, and the presence of five-minute 
intervals between the uterine contractions. Quinine had been given five 
hours before delivery. Bandl’s ring was recognised before vaginal or 
intra-uterine examination had been made. Schmidt considers this to be 
a case of non-traumatic, possibly physiological contraction ring for which 
if recognised before the death of the foetus, he considers the ideal treat- 
ment to be Caesarean section. 


A protest against ambulatory curettage of the uterus. 

Having seen endometritis, metritis, perimetritis, severe paramcetritis, 
peritonitis and abscesses in the pouch of Douglas follow ambulatory 
curettage of the uterus Flechtenmacher strongly protests against the use 
of this method of treatment. 


Researches on the functional condition of the reticulo-endotheliai cell system during 

_. pregnancy and the puerperium. 

Lundwall investigated the functional condition of the reticulo- 
endothelial system in eight non-pregnant, seventeen pregnant, and _ five 
puerperal women. Determinations of the concentration of the dye in the 
bloed four minutes and one hour after the intravenous injection of 10 cc. of 
a one per cent. solution of congo red were made. The power of the cells of 
the reticulo-endothelial system to take up the dye was much greater in 
healthy pregnant, than in non-pregnant women. After labour the receptive 
power of the reticulo-endothelial cells rapidly dimished to assume that of the 
non-pregnant. 


In three cases of pregnancy toxicoses the amount of dye taken up 
by the reticulo-endothelial cells during the first four minutes was greater 
than in the non-pregnant or puerperal, but at the end of one hour the 
quantities taken up in each of the latter groups surpassed this. 
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The number of thrombocystes in relation to menstruation. 

Hirsch and Hartmann found that the number of blood-platelets rose 
from 20 to 80 per cent. during menstruation reaching a maximum towards 
the end of the period. There was also an increase in pathological bleeding, 
in bleeding associated with the menopause and immediately after labour. 
On subsidence of the heemorrhage the number of platelets returned to 
normal. 


Local eosinophilia in carcinoma, 

From the examination of material obtained by biopsy in 417 cases 
of cancer of the cervix, Schoch found eosinophilia in 10 per cent. After 
radiotherapeutic treatment the proportion of cures in the total number of 
cases (417) was 13.2 per cent; in the 367 cases without eosinophilia it was 
Io per cent. and inthe 40 cases with eosinophilia it was 45 per cent. 


Contributions to the technique of Beuttner’s operation on the adnexa. 

In dealing with chronic adnexal disease by Beuttner’s operation there 
is preservation, whenever possible, of the uterus and ovaries in biological 
unity. In this operation a wedge-shaped portion of the fundus uteri is 
excised and the Fallopian tube or tubes are removed by extending the 
transverse fundal incision to the mesosalpinx, the ovary being preserved 
wherever possible in whole or in part, with intact vascular and nervous 
connections, hemisection being performed if necessary. Mansfeld has 
performed Beuttner’s operation 72 times with a mortality of 1.3 per cent. 
He is favourably impressed with it and gives its indications as: youth of 
the patient, bilateral adnexal disease and the possibility of removing the 
portion of the fundus, usually diseased, which lies between the two 
Fallopian tubes. In Mansteld’s cases 4o per cent suffered from pyosalpinx. 
In go per cent. he was able to preserve organic connection between the 
uterus and the ovaries or ovarian remnants, and in eight per cent. te 
transplant them into the sheath of the rectus abdominalis and so preserve 
ovulation and menstruation in practically every case. 


On fetal diphtheria. 

It was formerly held that the placenta served as a filter to protect the 
fetus from the bacterial infections of the mother. It is now known, 
however, that the chorion provides feeble bacterial protection to the child. 
The chronic infections, including syphilis and tuberculosis, were the 
first to be known to overcome the placental barrier. The majority of the 
acute infections (pneumonia, erysypelas, typhus, etc.) have now been 
proved to be transmitted. Traugott records the first case in which 
diphtheria was transmitted from mother to foetus. A primigravida aged 22, 
while suffering from pharyngeal diphtheria, proved  bacteriologically, 
aborted at the fifth month. Diphtheria bacilli were found in the liver and 
in the peritoneal fluid of the foetus, though cultures from the blood of 
the umbilical vessels remained sterile on culture. 


Fatal hemorrhage from abortion, 

Schneider records three fatal cases of haemorrhage from abortion at the 
third to the fourth month, and reviews the remaining cases gathered from 
the literature. 

F.E.T. 
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Zeitschrift fiir Geburtshilfe und Gynakologie. 


Vol. xc, No. 1, June, 1926. 

*On the development of contraction rings, physiological and pathological 
(non-traumatic), in the uterus, during and immediately after labour, 
and the dystocia caused by these rings. K. Fink. 

*Alterations in the lochial secretion following intra-partum vaginal 
examinations. H. Kistner. 

The relationship of asthma to the sexual phases in women. H. 
Offergeld. 

*The regeneration of the cervical mucous membrane, especially of the 
cervical epithelium. H. R. Schmidt. 

*The relationship of pregnancy to metabolism. O. L. E. de Raadt. 

The diagnosis of malformations of the uterus of the ‘ double’ type 
during pregnancy and labour. R. Zimmermann. 

The experimental implantation of endometrium in the peritoneal cavity 
ot rabbits. H. Katz and A. Szenes. 

*Investigations into the sugar-content of the blood and of the cerebro- 
spinal fluid during pregnancy, and in cases of uterine fibroids. 
K. Hellmuth. 

A case of arhythmia of the foetal heart. T. Antoine. 
Birth in a case of split pelvis. F. Kopischke. 

A case of unilateral primary carcinoma of the Fallopian tube, associated 
with peculiar giant-cell formation. H. Kurtz. 

Therapeutic and prophylactic radium treatment in 1000 cases. K. 
von Lehoczky-Semmelweis. 


Vol. xc, No. 2, November 1926. 

*Kelampsia in multiparee, and recurrent eclampsia. R. Steininger. 

*Atresia of the oesophagus, with congenital varices and a tracheal fistula, 
associated with the symptoms of meleena neonatorum. E. Noltmann. 

The temporary arrest of menstruation by X-rays (temporary roentgen 
castration). H. Guthmann and QO. Bott. 

A. vaginal metastatic tumour arising trom a hydatid mole. W. Liebe. 

The care of the perineum during labour. M. Henkel. 

*A case of ovarian teratoma of the blastomere type. A Stellakatu. 

The Kielland torceps—their application and the indications for their 
employment. B. Neumann. 

*Residual nitrogen in the nephritic diseases of pregnancy. H. Eufinger 
and C. W. Bader. 

The significance of the protrusion of the faetal head over the symphysis 
pubis. G. H. Schneider. 


On the development of contraction rings, physiological and pathological (non- 
traumatic), in the uterus, during and immediately after labour, and the 
dystocia caused by these rings. 

‘The author criticises the confusion in the nomenclature of the various 
ring-tormations in the uterus during labour. As the true physiological 
ring, he takes that which forms at the junction between the upper and 
the lower uterine segments, which alone should be described as Bandl’s 
ting. As this ring does not appear until definite retraction has occurred, 
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he maintains that this should be called a retraction rather than a con- 
traction ring. Pathological rings are found between Bandl’s ring and the 
external os during labour. They are due to the continued spasmodic 
contraction of circular segmental bands in the normally-passive lower 
uterine segment. These bands vary in breadth from one to two cms. and 
their distance from the external os from six to 12 cms. They remain in 
spasmodic contraction for many hours, even 24, while the uterine wall 
above and below remains relaxed; they do not respond readily to the 
action of anti-spasmodic drugs like morphine and atropine, and attempts 
at manual or instrumental dilatation only exaggerate the spasm. In one 
of the author’s five reported cases such a ring appeared before the birth 
of one twin, became relaxed before the actual delivery and reappeared 
betore the birth of the second child. These rings are quite different from 
the hour-glass contraction rings found in cases of retained placentee. 
‘Their presence can only be diagnosed accurately by intra-cervical examina- 
tion; the physiological ring can be identified by abdominal inspection and 
palpation. The author believes that in certain cases there is a congenital 
tendency to the formation of such rings, but that their appearance is 
encouraged by such occurrences in labour as a transverse presentation, 
or the premature rupture of the membranes. Conservative treatment has 
given such poor results that the author recommends Czesarean section in 
the interests of the child. A classical Cesarean section may be complicated 
by the incarceration of the presenting part in the ring, and so the lower 
segment operation is preferable. 


Alterations in the lochial secretion following intra-partum vaginal examinations. 
Loeser has shown that 70 to $0 per cent. of pregnant women have 
streptococci in the vaginal secretion. During labour these germs may be 
introduced through the cervix, and in the puerperal uterus undergo 
changes 1n virulence. The author has shown that placental debris 
increases this virulence—results which are in accordance with Philipp’s 
observation that amino-acids raise the virulence of streptococci. In the 
series of cases reported here the author has made bacteriological examina- 
tions of the secretion taken daily from the posterior fornix in go puerperal 
women, in the first four days of the puerperium. Taking secretion from 
the uterine cavity might have prejudiced the recovery of the patients, 
His cases are in three equal groups (a) those in which no vaginal 
examinations were made during, or for some time before labour, (b) those 
in which vaginal examinations were made during labour, but where the 
examining fingers did not penetrate the external os, (c) those in 
which the examining fingers passed through the external os. In the 
tirst group less than 20 per cent. showed streptococci on the first day, but 
the proportion rose steadily until on the fourth day 60 per cent. were 
positive. This increase confirms Loeser’s observations, and the increase 
is due to the alteration in the vaginal medium caused by the lochial 
discharge. In the second group more than 4o per cent. had streptococci 
on the first day, but this tell to 20 per cent. in the second day, and then 
followed the same curve as the first group. This early reduction the 
author believes to be due to the natural anti-bacterial action of the undis- 
turbed vagina. In the third group the first day gave over 50 per cent. 
positive with a steady rise to 85 per cent. on the third day, and a steady 
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fall after that. The higher infection rate in these cases the author 
believes to be due not only to the minor injuries produced in the region 
ot the cervix by even skilled vaginal examinations, but also to the 
introduction of germs through the cervix. So far as clinical observations 
went, the mean temperatures of the three groups were, 37.3°C., 37-2°C., 
and 37.5°C.,—very slight differences indeed. In the third group he 
demonstrated in many cases increase in the virulence of the organisms 
by Philipp’s method. In this group the investigation showed no greater 
increase in the bacterial content in the cases where operative inter- 
fernce was subsequently carried out—it was only the penetration of the 
os which mattered. Two cases of this group developed puerperal fever. In 
conclusion the author believes that a vaginal examination during labour 
is fraught with little danger to the patient, provided that the examining 
finger does not penetrate the external os or displace the presenting 
part. Where this is done, the examination should be referred to as a 
“Uterine Examination” and not as a “Vaginal Examination.” 


The regeneration of the cervical mucous membrane, especially of the 
cervical epithelium. 

While the regeneration of the endometrium has received a great deal 
ot attention, there have been very few investigations into the regeneration 
ot the epithelium of the cervical canal. Krompecher has investigated 
the histological changes in this tissue, aSsociated with the formation ot 
cervical polypi. In the author’s cases, the cervices of healthy women, 
under treatment for leucorrhceal discharge, were cauterised with the 
Paquelin cautery; then six to twelve days later, the cervix was ampu 
tated and prepared for examination. The sections showed extensive 
reaction in the connective tissue with abundant new cell formation. The 
regeneration of epithelium took place slowly, this tissue was formed 
by spread trom the cubical epithelium lining the gland ducts. In most 
cases cell division took place by mitosis, though there were occasional 
examples of amitotic division. The new epithelium remained more 
cubical than cylindrical, and its protoplasm stained deeply with ‘eosin. 
While Krompecher had suggested that the new epithelium in this situation 
is regenerated from indifferent basal cells situated between the bases of 
the normal cylindrical secreting cells, the author has demonstrated: in 
his experiments that in the region of normal cervical epithelium, regenera 
tion takes place trom the functional secreting epithelium, which tem 
porarily loses its secreting power, but resumes it later. 


The relationship of pregnancy to metabolism. 

The author proceeds trom his previous work on metabolic changes 
in cases of malignant disease, to discuss similar changes in pregnancy. 
In malignant disease and in pregnancy, there is a rapid formation of new 
tissue, and for the tormation of this tissue considerable amounts of 
potassium salts are required. When these are withdrawn from the 
circulation some other means must be found of re-establishing the alkalin 
ity of the blood. This may happen (1) through the loss of new formed 
hydrochloric acid by vomiting; (2) by the development of basic alkalies 
through putrefactive processes in the slowly moving intestinal contents ; 
(3) by the ingestion of unusual amounts of potassium salts, c.g. in a diet 
of fruit and vegetables; (4) by reduced formation of amino-acids through 


Ss 
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the earlier resynthesis of toetal proteins. ‘The alkali loss and the alkali 
over-production must balance each other. Investigations into CO, 
alveolar tension show a diminution in the later months of pregnancy, 
which might be taken to be an indication of acidosis. -~ne later months 
is the period of greatest foetal growth, and therefore of the greatest call 
for potassium salts. It has also been shown that there is sometimes not 
an acidosis, but an alkalosis as shown by the increased alkalinity of 
the urine. The alkalosis is associated with over-excretion of NH,-nitrogen. 
‘The author has shown elsewhere that in acidosis there is a diminution of 
p,, concentration of the urine and increased ammonia excretion—that it is 
‘neutralisation’? ammonia; that in alkalosis, where the liver still functions 
normally, there is increased p,, concentration in the urine and diminution 
of ammonia excretion; but in alkalosis where the liver becomes insuft- 
cient, the increased P,,-concentration of the urine is associated with an 
increased ammonia excretion—this it ‘residual’? ammonia. The author 
concludes, therefore, that in cases of pregnancy in which there is 
an increased ammonia excretion with increased alkalinity of the urine, 
we are dealing with an alkalosis associated with insutticiency of the liver, 
a dangerous condition tor the maternal organism. 


Investigations into the sugar-content of the blood and of the cerebro- spinal fluid 
during pregnancy, and in cases of uterine fibroids. 

Having had considerable experience of the estimation of the sugar- 
content of the cerebro-spinal fluid in other conditions, the author 
investigated this problem in pregnancy and in fibroids with a view 
to criticising the work of Vogt. The latter described the cerebro- 
spinal fluid sugar-content as markedly increased in pregnancy, and in 
So per cent. of cases of myomatous tumours. As the cause he assumes a 
greater permeability of the choroid plexus in pregnancy, and suggests 
this as the cause of certain nerve disturbances in that condition 
Hellmuth tound the technique of these investigations difficult. He 
conducted observations in a series of healthy non-pregnant women, in 
healthy pregnant women, and in women with fibroid tumours. He found 
the methods of Folin-Wu and Hagedorn-Jensen suitable and reliable, but 
that of Bangs unsatistactory. In his 41 non-pregnant cases he found that 
tlle sugar-content of the cerebro-spinal fluid was between 50 and 75 mg. 
per cent., which worked out on the average at 61 per cent. of the simult- 
aneous blood-sugar. In his investigation of 36 healthy women in most of 
the months ot pregnancy, he found no appreciable variation from these 
values at any month of pregnancy, thus contradicting the observations of 
Vogt. In his 25 myomatous patients, he found only seven with absolute 
sugar values tor the cerebro-spinal fluid above the upper normal limit 
which he took to be 120 mg. per cent. 


Eclampsia in multipare, and recurrent eclampsia. 

The author has summarised the published records of cases of eclampsia 
occurring in multiparous women. Whereas hospital figures give the 
incidence ot eclampsia in multiparee as only 20 per cent. of the total, the 
complete birth records of most districts show the incidence to be more 
nearly go per cent. The disease seldom occurs late in a series of 
pregnancies it is most common in a second pregnancy and is very rare 
indeed in women who have already borne six or seven children. It appears 
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more often in its ante-partum form, than is the case in primigravide. 
The maternal mortality is detinitely higher ; Schauta stated that it required 
a more protound lesion to produce an eclamptic seizure in a multiparous 
woman. ‘The toetal mortality is specially high in such cases—5o per cent. 
as compared with the average of 35 per cent. in all eclamptic cases. The 
series of 13 cases published in detail by the author, agrees with these 
general results. ‘The author further records observations on the recur- 
rence ot eclampsia in the same patient. The average incidence of this 
seems to be about two per cent. in all eclamptics. Of 2,600 published 
cases, five show a third attack of eclampsia and only one a fourth 
attack. In the prevalence of the ante-partum form, the higher mortality 
and the increased fcetal mortality those recurrent eclamptics correspond 
very closely in clinical features to eclampsia as it appears in multiparz. 
The author describes one case of this type in detail. 


Atresia of the oesophagus with congenital varices and a_ tracheal fistula 
associated with the symptoms of melena neonatorum. 

A child within 24 hours of birth, atter having been put to the breast, 
vomited colostrum and blood. Bottle feeding was rejected. Blood continued 
to be vomited, and there was soon bleeding from the bowel. The child died 
on the fifth day, diagnosed as a case of melceena neonatorum. The subsequent 
section showed the error of this diagnosis. It was found that the 
(esophagus was completely constricted about halfway along its course, 
the upper portion was 4.5 cm. long and ended in a cul-de-sac. This was 
connected by a fibro-muscular strand of tissue with the lower portion in 
the cesophagus. ‘This lower part was about the same length and opened 
into the stomach at the usual point. It was filled with blood clot, and 
a large number of varicose veins anastomosed over its wall. At the upper 
end of this lower portion of the cesophagus a fistulous opening into the 
bifurcation of the trachea was found. Large amounts of blood were present 
in the stomach and throughout the intestine, all of which had come from 
the large veins in the lower end of the cesophagus. This case is of speciai 
interest in view of the fact that in 60 per cent. of cases of atresia of the 
cesophagus, there is a fistulous communication with the respiratory tract. 
The varicose veins must be regarded as congenital, because no evidence 
could be found throughout the body of any circulatory obstruction, 


A case of ovarian teratoma of the blastomere type. 

The tumour described occurred in a nullipara, aged 19 years. She 
had a recent history of abdominal pain; at operation a solid tumour of 
the right ovary was found, without ascites. The tumour was removed, 
the uterus and left adnexa appeared normal and were conserved. Within 
two months there was an extensive recurrence, with great ascites. At 
operetion the pelvis was found filled with friable tumour tissue, which 
could not be completely removed. The patient collapsed two days attet 
operation. Histological examination showed the tumour removed at the 
first operation to be a teratoma containing numerous small cysts. — Its 
surface was irregular in outline and rough in consistence. Sections trom 
riany parts of the tumour showed a stroma of very vascular connective 
tissue containing all sorts of other tissues in its meshes. Some of this 
connective tissue had undergone special development into a form closely 
resembling neurolgia. Large masses of smooth muscle fibre could be 


s2 





460 Journal of Obstetrics and Gynecology 
easily identified. There were gland elements lined with epithelium. 
The cystic spaces had an epithelial lining, the cells of which sometimes 
had the torm of a mucous membrane. Sometimes this mucous membrane 
resembled that of the intestine. Occasionally the connective tissue had 
an arrangement closely resembling cartilage, though actual tissue of that 
type was not identified. Several areas of stratified, squamous epithelium 
with epithelial pearls were found. There was no clear differentiation 
between the solid and the cystic tissue. While there is no clear histological 
indication of malignant tendencies, the clinical result is typical of 
such cases. Untortunately none of the material from the second operation 
Was available for examination. The collection of tissues here was 
particularly complete, the most noted omissions being cartilage, striped 
muscle fibre, true nerve tissue and bone. All the three germ layers were 
well represented. 


Residual nitrogen in the nephritic diseases of pregnancy. 

The author has investigated the residual nitrogen content of the blood 
in all the various diseases of pregnancy in which the kidney is involved. 
He has allowed for the variations in results which might arise through 
the intluence of exogenous metabolism. He believes that the hydraemia 
ot pregnancy has a detinite influence on the values obtained. His method 
ot investigation was Kyjeldah?’s with the micro-modification devised by 
Bang. In a series of cases of simple cedema, albuminuria, pyelitis, 
eclampsia, and nephritis complicated by pregnancy, he found high values 
in eclampsia but relatively enormous values in nephritis complicated by 
pregnancy. He considered that the values obtained in albuminuria and 
eclampsia were not so much the results of renal inefficiency as due to an 
abnormal breakdown in the protein molecule associated with pregnancy. 
To demonstrate this he took indican as a guide to protein decomposition. 
Indican might arise from decomposition in the bowel, from microbic action 
as in gangrene, or from the abnormal katabolism of proteins. He investi- 
gated the blood indican of 70 healthy pregnant women, and found that in 
6g per cent. the indican values were higher than normal. Having continued 
his investigation into the eclamptics, nephritics, ete. he found that the 
indican values there were relatively little altered from those in normal 
pregnancy. He concludes that the increase in residual nitrogen and 
in indican excretion in renal lesions peculiar to pregnancy is not 
due to renal inefficiency so much as to abnormalities of protein metabolism. 


Undoubtedly in the more serious kidney lesions of pregnancy the asso- 
ciated oliguria increases the retention of these substances in the blood. 


James Hendry. 


Acta Obstetricia et Gynecologica Scandinavica. 


Vol. v, Fasc. 3-4. 
“On local anzesthesia for prolapse operations. N. E. Cronberg. 
*Is the corpus luteum necessary for the normal completion of human 
pregnancy?) M. Erik Ask-Upmark. 
Can eclampsia be prevented by the thorough systematic treatment. of 
eclampsisin ? EB. Persson 
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*On the later results of the Neugebauer-Ile Fort operation for prolapse. 
C. Borjeson. 

Is Luttge and von Mertz’s modification of Abderhalden’s reaction reliable 
for clinical diagnosis? A. Lenner. 

*The treatment of non-tuberculous disease of the appendages. J. P. Hart- 
mann, 

*The treatment of non-tuberculous inflammations of the appendages. E. 
Ahlstrom. 

*On the application of Credé’s prophylactic method. C. G. Bostrém. 

*Maternal mortality in relation to ante-natal care. S. A. Gaimmeltolt. 

Some resitits from the Ante-natal Clinic and the Department for Diseases 
during Pregnancy. O. Nyeborg. 

Transactions of the obstetrical and gynecological section of the Swedish 
medical society. 

*A contribution to the question of the transit of the ovum from ovary 

to uterus in rabbits. A. Westman. 







On local anesthesia for prolapse operations, 

Cronberg describes the technique employed for many years at the 
Women’s Clinic in Lund. A o.5 per cent. solution of novocaine or cetho- 
caine is given by parasacral injection, a quantity of 110 to 130 ec. being 
used. The injection is made one-half to one hour before the beginning of 
the operation. Out of 105 cases, the local anesthesia has been fully 
satisfactory in all but eight. In spite of the advanced age of many of 
the patients, no complications occurred which could be attributed to the 
method of anzesthesia. 


Is the corpus luteum necessary for the normal completion of human pregnancy. 

The author discusses Fraenkel’s hypothesis concerning the importance 
of corpus luteum for the maintenance of pregnancy during the first two 
months. He arrives at the conclusion that even should this hypothesis havc 
been proved to be correct in the case of rabbits, there is no clear evidence o! 
its validity for humans. On the contrary, there is a great number of cases 
that bear evidence ragzinst such a condition beitig present in women. From 
the literature, a list of 51 cases has been collected, in which an operation 
invoiviig the removal of the corpus luteum has been performed during 
the first two months of pregnancy : 


of these only 17 aborted. 


é 


On the later results of the Neugebauer-Le Fort operation for prolapse. 

Of 31 cases from the Women’s Clinic in Tamd, one patient died of 
pulmonary embolism and there was one recurrence. The method is there 
fore well recommended for elderly patients. 


The treatment of non-tuberculous disease of the appendages. 

This is based on 353 cases treated in St. Luke’s Hospital at Copenh igen. 
Particular attention has been paid to the ultimate results. 

It is emphasized that conservative treatment should be tried in almost 
every case. Mention is made of gonococcal vaccines, protein therapy, 
turpentine injections and diathermy, but the author has not discovered 
any special virtue in these methods. Conservative treatment gave 63 pet 
cent. of cures in acute cases and qo per cent. in chronic cases. The 
recoveries in the acute cases bore no relation to the magnitude of the 
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changes present, but this was so in chronic cases. Social circumstances 
did not play the part one had been led to expect. 

Operative treatment was reserved as far as possible for the chronic cases, 
where the patients had become invalids or where recurrences were frequent. 
The best results were obtained by radical operation by the vaginal route. 
Of 353 cases, 117 were operated on (three deaths). The percentage of 
recoveries among these was 81, while conservative treatment gave 55 per 
cent. of recoveries. 


The treatment of non-tuberculous inflammations of the appendages. 

Out of 1552 cases of salpingitis treated at Sabbatsberg’s Hospital in 
Stockholm, 41 deaths occurred; these being almost exclusively in the 
septic cases, which often followed abortions. The author deprecates the 
performance of operations as a routine during the acute stage: the results 
thereby obtained are worse, both in regard to immediate and ultimate 
results. 

Apart from uncertain or mistaken diagnoses (appendicitis, ectopic gesta- 
tion, twisted ovarian cyst) it is mainly the septic cases that need operation 
in the febrile stage. A local collection is opened by colpotomy or without 
opening the general peritoneal cavity if possible. Laparotomy is 
indicated :— 

1. If at the commencement of treatment the symptoms look threatening, 
e.g. large pockets of pus in the adnexa. 

2. If the local swellings during the period of observation do not 
dimtnfsh or increase, with aggravated symptoms of septic infection. 

3. If the general condition becomes so poor that death from chronic 
infection is threatened. 

4. In case of diffuse peritonitis. Here the operation should be limited 
to laparotomy and drainage: these patients do not stand extirpation of 
the adnexa. 


On the application of Credé’s prophylactic method. 

3ostrém gives an account of 44 cases of corrosive injuries to the eyes 
from mistakes in the fluid used. He points out that many pipettes and 
some drop-bottles are capable of causing mechanical injury to the eyes. 
He advocates the use of sealed drop-bottles with the tip of the stopper 
modified into the shape of a 3 mm. thick, smooth, rounded glass-rod, with 
a single device for regulating the drop-speed. 


Maternal mortality in relation to ante-natal care. 

Gammeltoft gives an analysis of 121 deaths which occurred in his 
department during nine years. He considers that in 39 of these cases, 
examination and treatment during pregnancy would very probably have 
prevented the fatal event. 


contribution to the question of the transit of the ovum from ovary to uterus 

in rabbits. 

The various theories in existence are reviewed, particular reference being 
made to the activity of the ciliated cells and the peristaltic contractions 
of the tubal musculature. 

By means of the abdominal window method, Westman has carried out 
investigations in rabbits, and has for the purpose elaborated a convenient 
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operative technique. An unobstructed view of the Fallopian tubes and 
ovaries was obtained through the celluloid window. 

During the sexual quiescent period, fairly weak contractions, at 
relatively long intervals, are seen in the musculature of the mesotubarium, 
drawing the whole Failopian tube medially and caudally, thereby rendering 
it more looped and narrowing the bursa ovarica. The immobile ovary thus 
comes to be more or less enclosed in the bursa. Continuous contractions 
proceed along the ampulla, but in the isthmus they are interrupted. 
Occasionally an antiperistaltie course may be observed. The intervals 
between contractions vary from five to thirty seconds. 

During cestrus the movements of the Fallopian tube and the meso- 
tubarium are fundamentaily the same, although of different intensity and 
rhythm. ‘The ligamentum ovarii proprium is the seat of rhythmical 
contractions, drawing the ovary in and out of the narrowed bursal opening, 
in addition to which the ovary is rotated to and fro round its long axis. 
The displacements of the Fallopian tube and ovary cause the different 
surfaces of the ovary to slide uninterruptedly along the fimbrial apparatus. 
Contractions and dilatations in the Fallopian tube are well-marked ,and the 
intervals vary from five to twelve seconds. Muscular contractions of 
similar type can be observed for 24 hours after fertilization, alter which 
they become reduced in intensity and frequency : during pregnancy they are 
considerably weaker than during the quiescent period. 

The muscular activity of the tube and the broad ligament is regulated 
by the ovary. The contractions are weak in castrated animals and after 
destruction (by heat) of the ovarian follicles. They are strongest during 
cestrus. The corpus luteum has a retarding influence on the contractions. 

Through alternate contracticns and dilatations in the Fallopian tube, a 
powerful suction is probably set up. It has been experimentally demon- 
strated that this suction may effect a movement into the Fallopian tube 
of ova which have been discharged from an ovary fixed at some distance 
from the infundibulum. External migration of the ovary is possible. The 
transit of the ovum seems to be facilitated by the infundibulum and ovary 
being brought in contact with each other through the muscular activity of 
the broad ligament. The bursa ovarica probably serves as a_ protective 
device, but it is not necessary, since transit of the ovum may occur after 
partial extirpation of the bursa. 

The transit of the ovum through the Fallopian tube is probably 
essentially effected by muscular contractions. These are very powerful 
after follicular rupture, and later become weaker. They may explain the 
fact that the passage of the ovum is rapid through the ampullary part of 
the Fallopian tube, but much retarded through the uterine part. 


A. Gough. 


Revista de Gynecologia y d’Obstetricia 


May 1926. 

*Consideration of fous cases of esthioméne (rodent ulcer 
the vulva). J. Medina. 

*Considerations on a case of extra-uterine pregnancy. 

*Cystoscopy in the puerperium. ©. R. Tima. 

Therapeutic notes. 


chronic ulcer of 
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June 1926. 
*A case of puerperal septiceemia. O. de Souza. 
*Two cases of uterine inversion. D. Napoleao. 
A case of anzesthesia-paralysis (total) of right leg. A. de Villeia. 
July, 1926. 
*The employment of pneumo-peritoneum in gynecological diagnosis. 
B. de Oliveira. 
Prolapse of the uterus; Kielland’s operation A. Pereira. 
*A case ot post-partum uterine inversion with complete adhesion of the 
placenta. P. Vianna. 


Consideration of four cases of estheoméne (rodent ulcer—chronic ulcer of the vulva). 

Medina describes tour cases of esthioméne—clinically diagnosed as 
such and confirmed by histo-pathclogical examination. 

He caretully investigated these cases because of differing views on 
the cause of the ulceration. Some hold that it is tubercular, others 
syphilitic or due to a tubercular development on a_ syphilitic base. 
Gonorrhcea has been suggested as a cause, but the author thinks this 
may be ruled out because of the rarity of the disease and the frequency 
ot gonorrhcoeal lesions. At first he inclined to the tubercular hypothesis, 
but specimens taken trom the secretion were negative for ioch’s 
bacillus in three out of four cases. The patients were well-nourished 
women, and tree from tuberculosis in any other organ, so that secondary 
infection could be excluded. 

In all cases the existence of syphilis was confirmed by strongly 
positive Wasserman reactions, and by microscopic examination. In three 
cases, rectal stenosis was further evidence of syphilis. The ulceration 
showed a tendency to form fistulee; in one case there was a very extensive 
recto-vaginal fistula. 

Treatment usually employed in dealing with spreading ulceration was 
found be to useless. Anti-syphilitic remedies ;—neosalvarsan and bismuth 
had no appreciable success. Ultra-violet rays, general and local, were 
employed without yielding any favourabie result. Only one patient 
permitted radical surgical treatment to be performed, and this patient 
completely recovered. The author, therefore, concludes that surgical treat- 
ment is the only remedy, but its early employment is necessary. 


Considerations on a case of extra-uterine pregnancy. 

The author refers to a case where an intra-uterine foetus (lithopoedic) 
was not diagnosed and removed until 12 years after encystment, and 
proceeds to describe a case of abdominal pregnancy which came under 
notice in 1925. 

The patient, aged 21 years, was married a year previously and con- 
tinued menstruating for 12 months. When menstruation ceased, she 
believed herself to be pregnant, but, as time went on, the only symptoms 
ot pregnancy were imtal movements and increase in the size of the 
abdomen. No disagreeable symptoms such as nausea, salivation, ete. 
occurred. At the normal tull-time she had premonitory labour pains. 
For one night foetal movements were felt, followed by stronger pains, 
abdominal contraction and sanguineous discharge. Eleven hours latet1 
hemorrhage occurred. On the third day this became less, foetal move- 
ments were no longer telt and the patient’s general health improved. 
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As the nurse considered there had been a “false alarm,’’ the patient 
rose cn the tourth day and continued getting about without inconvenience. 
For about a month the vaginal discharge resembled normal jochia. Then 
this ceased, and an apparently rormal menstruation occurred. Her 
appearance still indicated pregnancy and admission to hospital was 
advised. 





Examination showed a tumour transversely situated in the hypo- 
gastrium. Palpation gave the impression that a foetus lay in the abdomen 
with its head in the right iliac fossa, and by bimanual examination it 
was ascertained that the uterus was distinct from the tumour. Radio 
graphy confirmed this and diagnosis of eneysted ectopic gestation was 
made. 

Aiter laparotomy, a tcetal cyst was found adherent to the epiploon and 
the adjacent intestinal loops. The uterus and adnexa were separate from 
the cyst and healthy. It was thus an abdominal pregnancy which had 
gone to term. The patient made a rapid recovery. 






Cystoscopy in the puerperium. 
limo reters to Sir Halliday Croom’s investigations on the intensity 
ot bladder pressure, belore and during the expulsive period in labour, and 
to the work of varicus authors in determining the effect of bladder lesion 
on the first spontaneous micturition atter labour. Research proves that 
delay in micturition is not due to diminution in the secretion of urine, 
as an increase in diuresis in the first puerperal days has been verified. 
The question arises how this retention, held by some to be physio- 
logical, 1s caused, and the explanation has been furnished by the cysto- 
scope. The author thinks the best account of systematic endoscopic 
examinations is to be found in a book published by Stoeckel in 1904. 

According to Stoeckel, the bladder responds to traumatism in the 
same way as any other bodily organ. Pressure leads to cedema which 
varies with the intensity and duration of the pressure. Stoeckel classi- 
fies three grades of this cedema: (1) Gédema of the sphincter; (2) Gidema 
of the sphincter and of the trigone ; (3) Gidema of the sphincter and of the 
trigone, accompanied by haemorrhage in the walls. . 

To the first group belong all puerperal cases. Cidema of the sphincter 
is constant, especially in the posterior part in contact with the anterior 
vaginal wall, and therefore with foetal pressure, small bulla are formed 
and the mucosa loses its lustre. 

Under stronger and more prolonged pressure cedema extends to the 
trigone along the posterior wall of the bladder. Cystoscopic examination 
shows a more marked and more extensive cedema, and its disappearance 
is very slow—often four to six weeks before last traces vanish. Parietal 
hemorrhages are the sign of more serious vesical lesion, either through 
strong and direct pressure or long embarassment of the circulation. The 
ecchymoses now seen on cystoscopy vary in intensity and dimension. 
Sometimes they are only bright red points, sometimes inflamed areas 
occupying the whole field. Though the cystoscope reveals changes in the 
mucosa only, alterations in the muscular coat may be deduced from these. 

In cystoscopy, after operative deliveries, lesions of the third group 
are most often seen, but with care in keeping the bladder empty during 
the puerperium, appearances only of the first grade have been seen in 
some Cases. 
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In conclusion, the author briefly reviews the cause of prophylaxis, 
and treatment of cystitis in the puerperium. In certain cases of retention 
where cystoscopic examination was made, it was followed by spontaneous 
micturition. Fromme attributed this occurrence to mechanical dilatation 
of the cedematous sphincter by the cystoscope. Lima attributes it to the 
preliminary lavage with boric acid solution, as he has noted its occurrence 
after lavage without introduction of the cystoscope. He recommends leaving 
a residue of the boric acid solution in the bladder and the administration of 
a daily dose of one grain of urotropin per os. Recently he has given two 
cc. of 4o per cent. urotropin solution by intravenous injection, as a prophy- 
lactic of retention and cystitis in operative cases, and has derived good 
results from the practice. 


A case of puerperal septicemia. 

In the last three years, de Souza has had nine cases of puerperal septi- 
ceemia. In the few cases which recovered, though the symptoms were 
grave, the tocus of infection was local, and success in treatment apparently 
lay in extensive drainage and little else. He describes a case of 
streptococcic septiceemia in detail to show the correctness of the diagnosis, 
and the effect ot the treatment. 

The patient (aged 30, II para) was normally delivered of a living child 
aften a six to seven hours labour, in August 1925. The beginning of 
infection seemed to be on the 3rd day atter, and was veiled by mastitis 
and stercorhemia. Extensive drainage and application of auto-culture 
of lochia was employed. A heemo-culture taken on the fourth day was 
positive for streptococci. Both streptococci and staphylococci were found 
in the lochia. 

In spite of the usual therapeutic treatment such as intravenous 
injection of urotropin etc. the patient’s condition became worse and 
for ten days she was alarmingly ill. On the tenth day an injection of five 
ce. of convalescent puerperal serum was given. <A favourable though 
slight reaction followed, and increasing doses of the serum (10, 15, 20, 30, 
50 ce.) were given on subsequent days. 

After the third injection there was a marked improvement in the lochia 
and in the uterine involution, and the pulse rate and temperature fell. 

After the fifth injection of convalescent serum (50 ce.) an autogenous 
vaccine prepared trom the lochia was also injected. Marked amelioration 
took place and the temperature and pulse rate became practically normai. 

A second injection of autogenous vaccine was given and a sixth and 
last injection of convalescent serum two days later. 

_ From then onwards, localisation of the septic process occurred such 
as abscesses in the thighs and in the deltoid regions, but the patient 
improved and was allowed to leave hospital at the end of October. When 
seen in December she was perfectly well, and continues so after twelve 
months. 

Commenting on the case, the author points out the great benefit oT 
combining clinical examination with cultural observations. Thanks to 
the frequency and care with which the latter were made, there could 
be no doubt as to the diagnosis. What surprised him was his mistake 
in prognosis, but considering the grave symptoms and_ persistence of 
the bacillus in the blood for over 15 days the mistake was natural. 





Review of Current Literature 467 


Employing the auto-filtrate of lochia was his own idea, based on 
the theory of local immunisation. In addition to auto-filtrates stock 
cultures may be employed. After auto-vaccine injections, there seemed to 
be free regression of the septic process in a very short time. Convalescent 
serum was recommended by his professor, and the rationale of its use was 
to throw into the blood system cytolytic antibodies, sensitizing agglutinins, 
opsonins, ete. 

de Souza attributes the cure to the concurrence of the two remedies, 
and to the fact that the organism re-acted to the combined stimulus. This 
might not occur in every case. 


Two cases of uterine inversion. 

Inversion of the uterus is an accident which occurs more often among 
private patients than in hospital, the most frequent cause being undue 
haste on the part of the midwife to expel the placenta. 

Napoleao describes an acute and complete case occurring in a 
multipara aged 27. Four hours before he saw her, she had given birth 
to a living child. Her attendant pulled the cord thoroughly with the 
result that both placenta and uterus were expelled outside the vulva. 
The patient felt great pain and giddiness at the time of expulsion, and 
after the nurse had detached the placenta (without washing her hands!) 
and reduced the uterus into the vagina, she became extremely ill, having 
persistent hemorrhage and frequent rigors. 

When Napoleao arrived she was in a state of shock, with the pulse 
imperceptible and the temperature sub-normal. On palpation he found no 
uterine body in the abdomen but a large tumour with adherent blood-clot 
was at the vulva; the cervix was flaccid and everted and there was no con- 
traction of the inferior segment. After treating with alcohol, the only anti- 
septic available, he reduced the uterus by bimanual manipulation, and tam- 
poned the uterus and vagina with iodoform gauze. The patient made 
an uninterrupted recovery. A week later drainage was discontinued. 
The uterus was fairly well involuted, but there was a slight lowering 
of the organ due to the great amplitude and flaccidity of the vagina. 

The second case of uterine inversion was chronic and partial. 
The patient, (aged 42, multipara, widow) had been ill for seven years 
with irregular menstruation and recurring attacks of pelvic pain. During 
the last three months she had suffered from hemorrhage and _ feetid 
discharge, complicated by periods of fever every three or four days. For 
about a year medical treatment had been compression of the uterus and 
tumour to evacuate pus. Her condition had become worse and she sought 
admission to hospital. 

On examination the uterus was enlarged—three fingers breadth above 
the symphysis—with unusual depression. Both uterus and parametrium 
were tender to pressure. The vagina was full of pus. The cervix was soft 
and dilated, giving exit to a pyriform tumour inserted in the fundus of 
the uterus and with an almost sessile pedicle. With the speculum it was 
seen that the tumour had partially inverted the uterus. The diagnosis 
of sub-mucous fibroma with partial inversion was made. 

The tumour was enucleated and the uterus reduced. The patient’s 
condition was satisfactory for some days and then she had an attack of 
fever. 

Blood examination showed the presence of plasmodium vivax and treat- 
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ment with quiniform and sodium nucleinate was successful. The patient 
was discharged a few days later in fair general health. 

The author discusses the etiology of both forms of inversion. In the 
first case, the inversion was due to violent traction on the umbilical cord 
along with very slight abdominal compression. The inversion was 
probably aided by uterine inertia, and the great flaccidity of the vagina, 
observed after reduction. 

In the second case the tumour either by its growth or by its mechanism 
ot spontaneous expulsion gradually drew with it its point of insertion, 
and with that, the uterus. 


The employment of pneumo-peritoneum in gynecological diagnosis. 

The chiet aim of Oliveira’s communication is to describe two cases 
in which he confirmed the diagnosis ot saipingitis and saw the exact 
position of the uterus by radiography after obtaining pneumo-peritoneum. 
‘He dlso describes and discusses the technique adopted. He shows that 
the inherent risks of the proceeding may be greatly reduced: (a) by the 
use of carbon dioxide gas; (b) by the small quantity of gas injected; 
(c) by the employment of a special type of needle illustrated and described. 

The experience gained from these two cases convinced Oliveira that 
the method presented greater dithculties in its description than in its 
execution, and that it was innocuous when well managed, and was well 
tolerated by the patient. 

The exact interpretation of the radio-photograph is always a difficulty, 
but a clear explanation of the shadows is given. 

Oliveira considers that radio-graphs obtained after pneumo-peritoneum 
will be of value in the diagnosis of gynecological lesions or of early and 
doubtful pregnancies. 


A case of post-partum uterine inversion with complete adhesion of the placenta. 

Dianna gives an account of a case of inversion to which he was called, 
in which prompt attendance saved the patient not only from death through 
the lesion, but prevented the midwife amputating the uterus (tumour) 
with scissors. He remarks that it would not have been the first occurrence 
of such a fatal operation, as Denucé has collected statistics of forty 
similar errors. 

The patient, a primipara aged 20, had given birth to a normal chiid 
at term after 18 hours labour. The midwife, either through haste or in 
ignorance, had exerted sudden and violent traction on the cord, resulting 
in an inversion of the third degree (Commandeur’s classification) the uterus 
being pulled outside the vulva with the cervix in its normal position. 

On examination, Dianna found the placenta still adherent to the 
uterus, without haemorrhage, the child was alive and undetached from 
the cord. Considering the patient’s profound shock, he hesitated whether 
to reduce the uterus immediately with the placenta, but the possibility 
of inversion occurring even in lesser degree led him to detach the placenta 
before reducing the uterus. He accomplished this bi-manually, applying 
taxis and subsequently prophylactic drainage. The result was successful 
and the patient made an uninterrupted and speedy recovery. 

The author notes that inversion is rarer in primiparee than in multi- 
pare, and probably the elasticity of the cervix and uniform softness 
of the uterus in a young primipara aided reduction in his case. 
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